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Executive Summary 
 
Alive & Thrive (A&T) is an initiative funded by the Bill & Melinda Gates Foundation to reduce 
undernutrition and death caused by suboptimal IYCF practices in three countries (Viet Nam, Bangladesh, 
and Ethiopia) over a period of six years (2009-2014). In Viet Nam, the goal is to reach at least one million 
children under 2 years; to increase the rates of exclusive breastfeeding (EBF) by 62 percent (from 17 to 
27.5 percent); prevent stunting in 54,000 children under 2 years, avert 250,000 Disability Adjusted Life 
Years (DALYs), and reduce child death by 47 percent (7,000 lives saved). Alive & Thrive is led by FHI 360  
and in Viet Nam is being implemented through a joint partnership with Save the Children, GMMB, the 
International Food Policy Research Institute (IFPRI), and the University of California, Davis. In Viet Nam, 
this initiative is implemented in close partnership with the Ministry of Health (MoH), the National 
Institute of Nutrition (NIN), provincial authorities, and other UN collaborators. Currently, A&T works in 5 
cities and 12 provinces in Viet Nam. 
 
A&T’s Viet Nam strategy is designed to support improvements in infant and young child feeding (IYCF) in 
three key ways: (1) improving policy and regulatory environments; (2) shaping IYCF demand and 
practice; and (3) increasing supply, demand, and use of fortified complementary foods. In order to 
achieve this, the A&T Viet Nam program has been divided into three main focus areas namely advocacy, 
community, and the private sector. In addition, a communications component is integrated into each of 
these focus areas to support their activities. Among several activities, the franchise model is a core 
initiative of the community model to provide quality nutrition counseling to women and families at 
health facilites at all levels. Implemented in cooperation with the Vietnamese government and select 
private clinics, franchises will deliver a package of focused IYCF counseling services to pregnant women, 
lactating mothers, and their families, based on a  franchise service package. Focused training and 
capacity building for healthcare workers will be undertaken to enable the health system to provide 
franchise services. Individualized services will be supported through mass media campaigns aimed at 
generating demand for franchise services and promoting optimal IYCF practices.  

 

Evaluation design 
 
This report presents the main findings of a baseline survey that was conducted in the context of an 
overall evaluation of the franchise model for A&T in Viet Nam. The overall aims of the evaluation were 
to assess the impact of the franchise model on (1) age-appropriate IYCF practices among children <2 
years of age and (2) stunting among children 2-5 years of age. This program evaluation uses a cluster-
randomized controlled design with repeated cross-sectional baseline and endline surveys in the same 
communities over time. This rigorous impact evaluation allows us to detect the difference between the 
changes in key outcomes for intervention (A&T) and comparison (non-A&T) groups between the 
baseline and endline survey, thus providing difference-in-differences impact estimates. 
 
The baseline survey had two main objectives. The first objective was to gather data on the main 
outcomes in order to determine the comparability between A&T and non-A&T areas on the impact 
indicators before implementing the franchise model. The second objective was to assess differences at 
the baseline between the groups on various factors that could influence IYCF practices and child 
nutrition in Viet Nam.  
 

  



xiv 
 

Methods 

The baseline survey was conducted in 40 communes across four provinces, Thai Nguyen, Thanh Hoa, 
Quang Ngai, and Vinh Long, between June and August 2010 by the IFPRI team in collaboration with the 
Institute of Social and Medicine Studies (ISMS). Data collection tools and questionnaires were developed 
using a UNICEF conceptual framework for child growth and development as a reference, and were based 
on the A&T franchise model framework. Data collection included four main components: household 
surveys, community questionnaires, frontline health worker surveys, and health facility assessments. 
The household survey captured the main impact indicators (child anthropometry and WHO-
recommended IYCF indicators), as well as challenges in IYCF practices, caregiver resources (such as 
education, childcare knowledge and experience, and mental and physical health), and household 
resources (such as household composition, socioeconomic status, and food insecurity). The community 
questionnaire provided data on key geographic characteristics, access to public and health services, and 
access to other programs. The frontline health worker survey and health facility assessment gathered 
data on existing health facilities and various aspects of frontline health worker including knowledge, 
attitude, and training related to IYCF, and their IYCF-related activities and time commitment, job 
motivation, and satisfaction.  
 
Data cleaning and analysis were done in Stata 11. Appropriate variables were created as needed for the 

analyses. Results on means and proportions were generated for the entire survey sample as well as 
separately for intervention and comparison areas. Statistical testing for differences between the two 
intervention areas was done using a regression model, so as to take into account the differences at the 
district level and the clustering of the errors across communes. 
 

Results 
 
Anthropometry and IYCF practices 
 
The core indicators for assessing A&T’s impact are stunting and WHO-recommended IYCF indicators. The 
results of the baseline survey indicate that stunting is at 24 percent in children 24-59.9 months of age 
and 17 percent overall in children <5 years of age. This prevalence is lower than estimates from the 2010 
nutrition surveillance (29.3 percent among children <5 years of age). There were no differences between 
the A&T and non-A&T areas for most of the child nutrition indicators. Rapid declines in all three 
anthropometric indicators start as early as in the first few months of life, and undernutrition rates 
increased dramatically over the first 24 months of life. This reinforces the importance of focusing 
attention on interventions such as IYCF and other care practices during the critical period to stem the 
increase in undernutrition.  
 
No statistically significant differences were found between A&T and non-A&T areas for the core IYCF 
indicators. The rate of early initiation of breastfeeding was 58.5 percent and the exclusive breastfeeding 
(EBF) in the 0-5.9 month age group was 18.4 percent, which was consistent with previous findings from 
NIN surveillance and formative research. EBF in the first 6 months of life appears to be disrupted mainly 
by the early introduction of water (24 percent) and/or infant formula (27 percent) right after birth and 
other solid/semi-solid foods later on. Baby formula use increased with child age; it was fed to 10 percent 
of children less than one month old, 21-27 percent of infants 2-4 months old, and nearly 40 percent 
among infants 5 months old. Other IYCF-related concerns include the dietary diversity of foods given to 
children from 6 to 24 months of age. The proportion of children fed a minimum acceptable diet (57 
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percent) is still far from optimal, with diet diversity being a major constraint to achieving the minimum 
acceptable diet. 
 
Several challenges to optimal breastfeeding were found in this survey. The most common challenges 
were pre-lacteals, including infant formula, water, and honey, being offered to the baby immediately 
after birth (55 percent). Pre-lacteals are predominantly offered by women and family members other 
than the child’s mother. There were no differences noted between the groups. Another important 
barrier to EBF was that mothers encountered problems with initiating breastfeeding (> 40 percent of 
women). Problems related to initiation that mothers reported included perceptions of insufficient 
breastmilk, problems with the breast/s, the child not suckling well, and/or having had a Cesarean 
section. Over a third of women were advised to use formula/baby food in response to problems by 
healthcare providers or family members). 
 
The main gap in complementary feeding knowledge is related to introduction of complementary foods; 
a large proportion of mothers reported that early introduction was appropriate. The proportion of 
mothers currently experiencing problems with feeding children in the 6-23-month-old age group was 
high at 44 percent. The types of problems encountered in relation to complementary feeding were poor 
child appetite or child illness. Mothers/mothers-in-law or family members play an important role in 
providing support for breastfeeding mothers, and are an important source of information and support 
to mothers. Healthcare providers are the second most important source of information for mothers as 
their help is also sought out by mothers when they encountered challenges related to feeding and care 
of their children. 
 
Caregiver knowledge and perceptions about IYCF 
 
Generally, maternal knowledge on IYCF and child nutrition appeared varied. More than three-quarters 
of mothers understood that a baby should be breastfed immediately or during the first hour after birth. 
Overall, 76 percent of mothers felt that colostrum should be offered and 41 percent believed that a 
baby should receive breastmilk whenever he or she wants. However, more than 30 percent of mothers 
believed small breasts could not produce adequate breastmilk, and close to 80 percent of mothers 
thought their child should be given formula milk when she feels the baby is not getting enough 
breastmilk. Additionally, 92 percent of mothers felt that water should be offered to infants less than 6 
months in hot weather and 73.5 percent of mothers believed in giving water to the child to clean their 
mouth after breastfeeding. When it came to complementary feeding, majoring of mothers thought they 
should introduce complementary foods early, particularly rice powder and formula milk. No differences 
between the groups were found.  
 
Awareness of a few sentinel IYCF practices that might be recommended by A&T was somewhat low (22 
percent for leaving behind expressed milk, 38 percent for feeding children vitamins and minerals, 41 
percent for feeding babies mashed food or an extra meal after illness). There was a gap between 
awareness, trial, and adoption of optimal IYCF practices. Of those mothers who possessed knowledge of 
optimal IYCF practices, the proportion that adopted the recommended practices is considerably low.  
 
A&T platforms—Health systems, markets, and media 

The communities in our research areas have good access to the government health system and no 
differences were found between A&T and non-A&T areas in either access or usage of the health system. 
All communes in the survey have commune health centers (CHC), which are well-staffed. Rates of 
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utilization of health services are encouraging; two-thirds of respondents reported having visited a CHC 
during the three months before the survey; those who had visited a CHC reported an average of two 
visits in the three months preceding the survey. CHCs are easily accessible to communes, being less than 
two kilometers (kms) away and with an average travel time of only 12 minutes to the nearest CHC. 
Currently, a fee for services was not applied for children less than 6 years old, but when asked about 
their willingness to pay for a high quality service of IYCF counseling, 50 percent of respondents indicated 
willingness to pay. 
 
Access to markets is relatively easy, with their distance from communes being 1.3 kms, on average, and 
respondents reporting an average time of 11 minutes to get to markets. More than three-quarters of 
respondent mothers buy food for the family and for their children. 
 
Almost all respondent mothers (99 percent) were exposed to a television and 70 percent of them 
reported watching television daily. A good majority (80 percent) had been exposed to health and 
nutrition messages on the TV and approximately a third had seen TV messages on health and nutrition 
in the past week. No differences were noted between the groups. It is unclear if TV messages seen were 
advertisements or public service announcements, however.  
 
Underlying factors—Caregiver, household, and community factors 
 
Caregiver resources 
 
In our study population, the level of caregiver’s education was relatively high, with 99 percent having 
ever attended school. The average number of years of schooling completed was nine years. Around 80 
percent of mothers work outside the home five days a week or more. This leads to more than a half of 
children being left for five hours or more each day, primarily with their grandparents or other family 
members. 
 
The majority of women in our sample are well-nourished with nearly 70 percent having a Body Mass 
Index (BMI) within the normal range. However, undernutrition is still a concern, with 26 percent of 
mothers underweight. Data on mental stressors provide some evidence of the harshness of life in rural 
Viet Nam, with nearly a third of respondents experiencing some symptoms of mental stress in their life 
and 26 percent having a high postnatal depression score. 
 
Results from our baseline survey also showed that women have relatively good empowerment and 
decisionmaking in purchasing food for children. Communications between spouses was also good. 
Overall, there were no differences between A&T and non-A&T areas in caregiver resources.  
 
Household structure and resources 
 
Households in our sample were commonly moderate in size, with the average household consisting of 
approximately five people, with three of working age and few children under 5; the dependency ratio is 
almost one.  
 
Our data highlight that households in this part of Viet Nam are in relatively good condition in terms of 
infrastructure, asset ownership, and access to services. Overall, more than half of the households own 
their homes, gardens, or the land they live on. More than three-quarters of households own more than 
10 types of durable goods, 70 percent own at least one productive asset, and 75 percent own at least 
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one type of livestock. Nearly all households have electricity. However, many households still use 
unprotected sources of water or unhygienic toilets.  
 
Despite the majority of the population being food secure, 38 percent of households in our sample still 
experienced some type of food insecurity in the last 30 days: 16 percent with mild food insecurity, 17 
percent with moderate, and 6 percent with severe food insecurity, as defined by the Household Food 
Insecurity Access Scale (HFIAS).  
 
Community resources 
 
Our results showed that communities have good outreach and social support systems. Each commune is 
divided into smaller units called hamlets (9-10 hamlets/commune) and each hamlet has one or two 
village health workers/nutrition collaborators, creating a network for delivering health interventions to 
commune residents. In addition, several other social groups work at the commune level such as Women 
Union, Youth Union, Farmer Association, etc., and they also support health and nutrition programs and 
initiatives. The national Program for Energy Malnutrition Control (PEMC) services are available in more 
than 90 percent of the survey communities; the PEMC does not, however, address IYCF very well. Other 
nutrition services available include iron-folate supplementation (69 percent); household food security 
programs (43 percent), and availability of fortified complementary foods for sale (~35 percent). It is 
important to fully understand other nutrition services provided in each commune so as to ensure 
synergy and harmonization with A&T.  
 
Frontline health workers 
 
Frontline heath workers (FHWs) (CHC staff and village health workers) seem to have a reasonably good 
core of knowledge on IYCF and nutrition. However, key knowledge gaps included perceptions about 
maternal nutrition in relation to EBF and use of water in hot weather. Very few complementary feeding 
knowledge gaps were seen. A majority felt pre-service training was adequate but they perceived in-
service training to be less adequate. Exposure to training in maternal nutrition, IYCF, counseling skills, 
and Decree 21 was low. Interpersonal counseling skills and computer skills were also of concern to 
interviewees.  
 
Overall, motivation and satisfaction with work are high, as are perceived value of the work the FHWs do. 
However, some reported feeling overburdened and about a third also reported low levels of satisfaction 
with their salary.  
 

Conclusions 
 
Our baseline findings show that in this baseline survey of the IYCF franchise evaluation in Viet Nam, A&T 
and non-A&T groups are comparable on all core impact indicators as well as other variables related to 
child, maternal, household, and community services, indicating that randomization was successful 
within this evaluation design.  
 
Results from the baseline survey reinforce the importance of the first two years of life as a critical 
window within which stunting increases substantially. The results also highlight the need to improve EBF 
and key complementary feeding practices such as the diversity of diets of infants and young children. 
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In sum, within the health system that reaches almost everyone in Viet Nam, our results suggest that 
Alive & Thrive has enormous potential to respond to the need for capacity building for frontline health 
workers, and to capitalize on wide-scale access to media and markets to reach the families of young 
children with critical inputs to support optimal IYCF practices. 
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1. Introduction 

1.1. Overview of the nutrition situation in Viet Nam 

Although undernutrition has significantly reduced in recent decades, it is still of concern in Viet Nam 
because of a slowing of reduction in undernutrition and continued high levels of stunting. Children 
under the age of 5 years make up approximately 7.5 percent of the total population in Viet Nam; among 
them, nearly 29.3 percent are stunted and 17.5 percent are underweight (1). Reductions in stunting 
have stagnated in many provinces across Viet Nam since 2004 (2).  

Among the many factors contributing to the burden of child undernutrition, inadequate infant and 
young child feeding (IYCF) is likely to be a major cause in Viet Nam, given that stunting increases sharply 
from 6 months to 24 months or so. Although most women (97 percent) breastfeed, only 57 percent 
initiate breastfeeding in the first hour of birth, and few women practice exclusive breastfeeding (EBF) in 
the first six months. Viet Nam’s EBF rate is one of the lowest in the South East Asia region at 17 percent 
(19.5 percent in rural areas and 7.7 percent in urban areas) (3). Data collected from the 2009 
surveillance by the National Institute of Nutrition (NIN) showed that EBF up to 6 months of age ranges 
from a low of 0 percent in Quang Ngai and Kon Tum to a high of 23.7 percent in Thai Nguyen (2).  

Complementary feeding practices are also inadequate. Semi-solid foods are introduced too early; 38 
percent of children were fed semi-solid foods prior to the age of 6 months (2). In addition, 
complementary foods are often of poor quality and IYCF practices do not meet the minimum standards 
for dietary diversity and feeding of iron-rich foods. Formula feeding among infants less than 12 months 
of age has increased dramatically from 2 percent in 2000 to 26 percent in 2005 (4).  

1.2. Description of the Alive &Thrive strategy in Viet Nam1 

Alive & Thrive (A&T) is an initiative funded by the Bill & Melinda Gates Foundation to reduce 
undernutrition and death caused by suboptimal IYCF practices in three countries (Viet Nam, Bangladesh, 
and Ethiopia) over a period of six years (2009-2014). In Viet Nam, the goal is to reach at least one million 
children under 2 years of age; to increase the rates of EBF by 62 percent (from 17 to 27.5 percent); 
prevent stunting in 54,000 children under 2 years of age, avert 250,000 Disability Adjusted Life Years 
(DALYs), and reduce child death by 47 percent (7,000 lives saved). Alive & Thrive is led by FHI 360, and in 
Viet Nam is being implemented through a joint partnership with Save the Children, GMMB, the 
International Food Policy Research Institute (IFPRI), and the University of California, Davis. In Viet Nam, 
this initiative is implemented in close partnership with the Ministry of Health (MoH), the National 
Institute of Nutrition (NIN), provincial authorities, and other UN collaborators. Currently, A&T works in 5 
cities and 12 provinces in Viet Nam. 

A&T’s Viet Nam strategy (Figure 1.1) is designed to support improvements in IYCF in three key ways: 1) 
improving policy and regulatory environments; 2) shaping IYCF demand and practice; and 3) increasing 
supply, demand, and use of fortified complimentary foods. In order to achieve this, the A&T Viet Nam 
program has been divided into three main focus areas, namely advocacy, community, and the private 
sector. In addition, a communication component is integrated into each of these focus areas to support 
their activities. Among several activities, the franchise model is a core initiative of the community 

                                                           
1
 SOURCE: Alive & Thrive Dissemination Strategy, 4/27/2011 and Alive &Thrive Viet Nam, 2–page summary 
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model, and combines program inputs related to service delivery improvements and social and behavior 
change communications. 

Policy engagement: Viet Nam has good national nutrition policies in place, but with a decentralizing 
government, planning and investment decisions are increasingly made at the provincial level. A primary 
objective of the policy dialogue is increased use of evidence for planning and implementation of IYCF 
activities, especially at the provincial level. Alive & Thrive is also working with provincial authorities to 
identify opportunities to better integrate infant and young child nutrition with other sectors and 
priorities and to effectively allocate increased resources to IYCF. In addition, advocacy efforts include 
improving compliance with the national code of marketing of breastmilk substitutes and engaging 
medical associations to counter widely held misconceptions and promote the importance of optimal 
infant feeding practices.  

Franchise model: Alive & Thrive is establishing a franchise system to provide quality nutrition counseling 
to women and families at health facilites at all levels. Implemented in cooperation with the Vietnamese 
government and select private clinics, franchises will deliver a package of focused IYCF counseling 
services to pregnant women, lactating mothers, and their families based on a franchise service package. 
Focused training and capacity building for healthcare workers at all levels will be undertaken to enable 
the health system to provide franchise services. In remote areas, IYCF support groups will be the model 
of choice instead of the franchise system. Individualized services will be supported through mass media 
campaigns aimed at generating demand for franchise services and promoting optimal IYCF practices. 
These will include the use of information communication technology to provide e- and tele-counseling 
services. 

Fortified complementary foods (FCFs) and related products:  Alive & Thrive is engaging the private 
sector to develop business models that ensure access to affordable, high quality IYCF food products that 
address key nutritional gaps in infant diets. This will include working with local food manufacturers and 
pursuing opportunities to develop micronutrient powders and lipid-based spreads. 

Social marketing of IYCF (with support from PepsiCo): PepsiCo partnered with A&T through funding to 
the marketing firm Huemanitas to provide private-sector expertise aimed at shifting public perception of 
breastfeeding in Viet Nam. Huemanitas developed a social marketing platform to reinforce the benefits 
of optimal breastfeeding practice over formula feeding while also driving consumers to seek counseling 
on infant feeding. Huemanitas developed three creative and strategic “Mother’s Milk” platforms that 
will enable A&T to market breastmilk as a product of choice, promoting “the liquid of life”; “the greatest 
formula on earth”; and “life, rewarded.” The media campaign will be launched nationwide to promote 
infant and young child nutrition (especially breastfeeding and breastmilk) and create demand for 
franchise services. The campaign will use national and provincial television, radio, and village loud-
speaker systems, Internet, and mobile technologies to expose target audiences to key messages. 

We believe that lessons from Viet Nam will be relevant to other countries in economic transition, with 
strong, yet decentralized health systems, networks of private providers, and growing threats to 
traditional breastfeeding practices from extensive marketing of infant formula. 
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Figure 1.1. A&T Viet Nam strategies 
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1.3. Description of the Franchise model2 

With aims to shape, create, and support the demand for IYCF services, A&T Viet Nam has developed a 
franchise model with the following objectives: 

 Provide good quality and relevant training to health workers who are in a position to encourage and 
support mothers to practice optimal IYCF 

 Standardize services and monitor them to ensure that counseling is uniform and of good quality  

 Respond to consumer demands for quality services and parents’ aspirations for their children  

 Build on an existing, functional healthcare infrastructure and decentralized services to ensure 
sustainability 

 

Social franchising supports several objectives, targets, and strategies outlined in the government of Viet 
Nam’s National Nutrition Strategy, including integrating nutrition activities into primary health care, 
improving essential services, and upgrading the training of healthcare providers. Before deciding on a 
franchise model for IYCF counseling, A&T learned from organizations that offered franchise services in 
family planning and reproductive health, visited nutrition centers where clients were paying for nutrition 
counseling services, conducted a franchise feasibility study, and shared results of the study with national 
and provincial stakeholders. 

A&T Viet Nam, in partnership with NIN, functions as the National Franchisor with overall operational 
oversight and authority. Provincial health departments are selected as sub-franchisors. The IYCF 
franchise is designed to operate via varying levels and types of health facilities in Viet Nam.  At the 
provincial level, franchise services will be made available through Centers of Reproductive Health and 
public provincial hospitals. At the district level, services will be available at district hospitals and through 
maternity homes. The most comprehensive package of services will be offered at the commune level via 
commune health centers (CHCs). The components offered will vary according to the type of facility. The 
IYCF franchise structure is illustrated in Figure 1.2. 

The franchises will increase the availability of accurate information on IYCF through fee-for-service 
interpersonal counseling and/or group sessions beginning in the third trimester of pregnancy and 
continuing through the first two years of life. A total of 15 individual or group sessions will be offered to 
a woman/couple over 27 months with 9 contacts considered the minimum to be assessed as having 
received the full service. Posters, client leaflets, and a scheduler for parents or “baby diary” will be 
distributed widely at franchise facilities. 

  

                                                           
2 Source: Franchise Operation Manual. 
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Figure 1.2. IYCF Franchise Structure 

 

 

1.4. Objectives for evaluation 

In order to assess the impact of the franchise model, IFPRI has designed a cluster-randomized evaluation 
titled “Impact Evaluation of Alive & Thrive Franchise Interventions on Infant and Young Child-feeding 
Practices and on Childhood Stunting of the Rural Areas in Vietnam.” The evaluation has been approved 
by IFPRI’s Institutional Review Board, and the Ethical Review Board of the Center for Creative Initiatives 
in Health and Population (belonging to the Viet Nam Union of Science and Technology Association) in 
Viet Nam. 

As articulated in the overall proposal and business plan for Alive & Thrive, the objectives of the 

evaluation are to document the impact of the IYCF franchise model on 
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1. Age-appropriate WHO-recommended IYCF practices among children under 2 years of age, and 

2. Stunting among children 24 – 59 months of age. 

 

The impact evaluation is set up to address the following specific hypotheses: 

 

1. Age-appropriate IYCF practices (EBF for 0-5.9 months or breastfeeding + age-appropriate 
complementary feeding for 6-23.9 months) will be higher among children living in communes 
covered by the IYCF franchise services than those living in communes without the IYCF franchise 
services. 

2. Children 2-5 years of age in communes covered by the IYCF franchise services will have lower 
levels of stunting than children 2-5 years of age in communes without the IYCF franchise 
services. 

In addition, our design also allows us to assess the effects of the mass media campaign through the use 
of pre- and post-data collection at baseline and endline. We will use the extensive survey data to control 
for confounding in such analyses. 

1.5. Structure of the report 

This report is structured as follows. Chapter 2 presents the evaluation design, sampling methodology, 
the main components of the survey questionnaire, and the logistics of fieldwork as well as challenges. 
This is followed by Chapter 3, which describes sample characteristics. Chapter 4 presents data on the 
core A&T impact indicators, using age groups appropriate to each indicator, and further descriptive 
analysis on the anthropometric outcomes as well as IYCF practices. Chapter 5 describes in more detail 
the common barriers to optimal IYCF practices, as well as current knowledge and behavior patterns such 
as awareness, trial, and adoption of some key IYCF practices. Chapter 6 focuses on the use of A&T 
platforms such as health services, markets, and media. Chapter 7 describes factors that can influence 
the success of A&T interventions to improve IYCF practices and nutrition, such as mothers’ resources, 
and household-level socio-demographic characteristics, food security, economic resources, and shocks. 
Chapter 8 describes the community characteristics and availability of services. Chapter 9 presents 
baseline survey findings on health facilities and frontline health workers. Finally, Chapter 10 summarizes 
the results and briefly discusses their implications for the program and for the evaluation. The annexes 
provide more detailed results for each chapter. 
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2. Methods 

2.1. Evaluation design 

This program evaluation uses a cluster-randomized controlled design with repeated cross-sectional 
baseline and endline surveys. This rigorous impact evaluation design will allow us to detect the 
difference between the change in the outcomes for intervention (A&T) and comparison (non-A&T) 
groups between the baseline and endline survey, thus providing difference-in-differences impact 
estimates. 

Although A&T activities will be implemented in 5 cities and 12 provinces of Viet Nam, the impact 
evaluation will be conducted in four provinces: Thai Nguyen, Thanh Hoa, Quang Ngai, and Vinh Long. 
The selection of these four provinces was based on the following criteria: 1) high level of stunting and 
stagnant pattern of stunting over time; 2) rural provinces; and 3) representativeness for A&T in terms of 
geographic areas (the North, the South, the Central). 

In each province, A&T and provincial partners selected districts that were interested in applying the 
franchise model and had commune health centers that were eligible for the franchise model. The 
eligibility criteria for CHCs fell into six categories: 1) geographic location of the facility; 2) potential 
sustainability of the facility; 3) capacity of the facility to deliver the IYCF services; 4) qualifications of staff 
at the facility who would be involved in the IYCF service delivery; 5) overall attitudes of staff at the 
facility; and 6) overall willingness of facility management and staff to do what is required to become a 
franchisee. 

A total of 40 CHCs that met the criteria above in these four provinces were selected and randomly 
assigned to 1) standard Government Service and 2) IYCF franchise + Standard Government Service. A list 
of the study communes is included in Annex Table A2.1. The baseline survey was done in June to August 
2010, and an endline survey is planned to be conducted in June to August 2013. Figure 2.1 below depicts 
the evaluation design.  

Figure 2.1. Impact Evaluation Design 
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The main outcomes being examined are changes in mean height-for-age Z-score (HAZ) and changes in 
the prevalence of childhood stunting between baseline and the post-intervention survey. Other core 
impact indicators for A&T in Viet Nam include changes in age-appropriate WHO-recommended IYCF 
practices among children under 2 years of age (EBF for children 0-5.9 months old and breastfeeding + 
age-appropriate complementary feeding for children 6-23.9 months old).  

The IFPRI Measurement, Learning, and Evaluation (MLE) coordinator in Viet Nam and the collaborating 
survey firm, the Institute of Social and Medicine Studies (ISMS), held a meeting with provincial and 
district health authorities to discuss the randomization needs and the process for randomization. In each 
district, four to six communes were selected by district and provincial health authorities with the 
guidance of the survey team. These communes needed to be similar to each other in terms of 
1) eligibility for the A&T franchise model; 2) location (e.g., distance to the main highway and/or main 
town); 3) geographic and ecologic condition (e.g., located in the plains or the mountains); and 4) access 
to a healthcare center. The local health authorities were also involved in the process of randomly 
assigning intervention and control communes. For each district, half of the communes were selected as 
intervention and the other half as control communes by using simple randomization. The names of 
communes were written on small pieces of papers and folded carefully so they looked the same. Local 
health authorities were requested to pick up half of the pieces of paper. The ones that were picked up 
were designated as intervention and the ones left back were designated as comparison communes. The 
list of studied communes in four provinces is provided in Annex Table A2.1. 

2.1.1. Sample size and power calculations 

Sample size was estimated based on the current rates of stunting, EBF, and appropriate child feeding; 
the expected change in rates after intervention, power to detect those differences, and level of 
significance. As the intervention was randomized at the cluster level rather than the individual level, 
cluster effect was considered for sample size calculation. In this study, each cluster was a group of 
communities.  

According to the latest national nutrition surveillance in 2009 (3), the stunting rate in rural areas is 44 
percent. Assuming a standard deviation in the population of 1.0, the calculated mean HAZ of that 
population is -1.85. Using a one tailed test and a significance level of α = 0.05, we calculated that a 
minimum sample of 1,000 children per group (2,000 total) will have at least 90 percent power to detect 
a minimum reduction in stunting of 7.5 percent or a minimum increase in HAZ of 0.2 among children 
24-59.9 months. The current EBF rate for rural areas is 19.5 percent and the appropriate complementary 
feeding rate is 42 percent (3). Using a similar method, a minimum sample of 500 children 0-5.9 months 
per group and 500 children 6-23.9 months per group will have at least 90 percent power to detect an 
increase in EBF and complementary feeding of 10 percentage points. We chose a sample of mothers 
with children 0-5.9 months old for assessing EBF (500 in intervention and 500 in control groups), 
mothers with children 6-23.9 months for assessing complementary feeding (500 in intervention and 500 
in control groups), and children 24-59.9 months for assessing stunting (1,000 in intervention and 1,000 
in control groups), so the total sample size is 4,000 children 0-59.9 months.  

2.1.2. Sampling methodology 

The survey used a two-stage cluster sampling methodology. The first-stage sampling unit was 40 clusters 
(communes). Each commune consists of one CHC. In Viet Nam, a CHC provides primary healthcare 
services at the level of care nearest to the community. Typically, each CHC is staffed by a physician and 
four other healthcare providers and is mandated to provide basic curative and preventive health 
services for a population of 5,000–7,000 people. CHCs are responsible to implement national health 
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programs, ranging from medical consultation for common diseases, family planning services, prenatal 
and postnatal care, to referral services for patients with serious illnesses. CHCs also provide short-term 
in-patient care when necessary. Pairs of clusters were selected so that the location, geographic, and 
ecologic conditions and access to a healthcare center were comparable between the group of 
communities within each cluster and those in the other cluster. The second-stage sampling unit for the 
survey was households with eligible children (children < 5 year of age). Eligible households within each 
cluster were selected based on information gathered from communes prior to the survey. The list of 
eligible households from each commune was then combined to create a provincial sampling frame for 
sample section.  

Sampling frame and selection of eligible households: After selecting communes, lists of children < 5 and 
their mothers from each selected commune were collected with support from local health authorities. 
The list included names of children, date of birth, names of the mother, and address. Master lists for the 
intervention group were created by compiling the names of the children < 5 in the selected communes 
from the intervention group, and another master list for the control group was created by adding up all 
children from control communes. For both intervention and control groups, three separate lists with 
children < 6 months, 6-23.9 months, and 24-59.9 months were pulled out from the master list. 
Households with children of each age group were selected as follows: the sampling interval (k) was 
obtained by dividing the total households (with name of mother) in the sampling frame by the desired 
sample size. A random number (x) between one and the sampling interval (k) was chosen as the starting 
point using random number tables, and the sampling interval was added cumulatively. The households 
to be surveyed were those with the (x + k)th household, the (x + 2k)th household, (x + 3k)th household, 
and so on until enough households to meet the age-specific sample sizes were covered.  

Sampling of health facility and frontline health worker: All 40 health facilities located in 40 communes 
were selected for facility assessment. In each CHC, five staff and all village health workers (VHWs) (about 
8-12) were interviewed using the staff questionnaire. 

2.2. Data collection methods 

2.2.1. Conceptual basis for the impact evaluation questionnaire  

As with the other two countries, Bangladesh and Ethiopia, the UNICEF conceptual framework formed 
the basis for the household questionnaire. The conceptual framework that was used to guide the data 
collection and analysis of the baseline survey is presented in Figure 2.2. Specifically, this framework 
postulates the outcomes of different activities of the franchise model, including 1) improving the 
capacity of the frontline health worker, VHWs, and members of the Vietnam Women’s Union with 
training in IYCF and franchise management; 2) improving facilities by supporting upgrades in 
infrastructure and equipment; 3) improving IYCF counseling services by providing an IYCF service 
delivery package and technical support; and 4) creating demand by using various communication 
strategies. It is expected that the franchise model will have the potential to reach target clients in both 
rural and urban areas. By establishing brand-name franchises with good quality, the model is expected 
to generate demand and use of IYCF counseling, which, in turn, will lead to improvements in IYCF 
behavior and have an impact in nutritional status. 

In addition to the components of the franchise model, other components adapted from the UNICEF 
conceptual framework for child growth and development (5) were used to create questionnaires to 
capture all levels of influence that contribute to child undernutrition. Specifically, the determinants of 
optimal growth are often influenced by the basic determinants of food, care, and health, which are 
further determined by various individual, household, and community resources. 
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Figure 2.2. Conceptual Basis for Impact Evaluation Questionnaires 

 
 

Care is central to the process of translating resources at the household and community levels and 
making them available to young children. To ensure that the translation of resources is effective, 
mothers need access to certain individual resources, including knowledge and education, adequate 
time, manageable workloads, social support, and physical and mental well-being. In addition, household 
resources such as food availability, income, labor, and time are critical, as are the availability of water, 
sanitation, and health facilities at the community level. 

Taking into account the A&T conceptual framework above and the UNICEF conceptual framework, the 

survey comprised four main components:  

 Household questionnaire  

 Community questionnaire 

 Health facility assessment 

 Frontline health worker questionnaire (for commune and VHWs) 

2.2.2. Household questionnaire 

The household questionnaire was administered to the mother of the index child chosen for the survey. 
In addition to the questionnaire-based data collection, anthropometric measurements (height and 
weight) were taken for survey respondents and eligible children in each household (less than 5 years of 
age). Recumbent length was measured for children under 24 months, while standing height was 
measured for children 24 months or older. 

The household questionnaire was based on previous nutrition evaluation questionnaires used by IFPRI, 
which were grounded in the questionnaire model used for Demographic and Health Surveys. The 
questionnaire was adapted substantially for the purposes of the A&T evaluation. Several insights from 
A&T formative research in Viet Nam and the draft franchise operational manual were used to adapt the 
questionnaire, particularly with regards to infant feeding and care practices, indicators of socioeconomic 
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status, and use of A&T community services. The survey questionnaire was adapted by the IFPRI team in 
collaboration with ISMS, and incorporated several comments from the Viet Nam A&T team. 

The questionnaire was pretested in three stages before finalization. First, it was pretested by the IFPRI-
ISMS team with six mothers. Following the review of this pretest, the questionnaire was revised in 
preparation for the training of supervisors and interviewers. Second, parts of the questionnaire were 
revised as needed during the training. After the training was completed, a final pretest was done by the 
entire survey team by interviewing 60 mothers in a community that would not form part of the 
evaluation area (each interviewer completed two questionnaires). Minor corrections were made to the 
questionnaire following this final pretest. Table 2.1 below presents an overview of how the data 
collected in the household questionnaire is used in analysis and interpretation of impact results. Further 
details on each questionnaire module are provided in Annex 1.  

Table 2.1. Impact, process, and underlying factors captured by the baseline household questionnaire 

Type of data Questionnaire modules/questions How used 

Impact indicators Child anthropometry 
WHO-recommended IYCF indicators 

Change between baseline and endline used to assess 
trends in impact indicators 

Process data – client 
outcomes 

Maternal IYCF knowledge 
Awareness, trial, and adoption of key 

recommended practices 

Helps assess if IYCF knowledge shifted over project 
period, whether awareness of key recommended 
behaviors improved 

Process data – client 
access, exposure, and 
utilization of services 

Antenatal and postnatal care and 
exposure to key messages 

Home visits by CHC staff and VHWs 
Use of preventive and curative care and 

exposure to key messages 
Exposure to media messages  
Use and exposure/access to markets 

Helps assess if exposure to intended program 
channels is as expected. If coverage of services is 
low, exposure could be lower than expected, and 
can dilute impact. Will also allow assessment of 
impact trends by levels of exposure to 
interventions 

Influencing/underlying 
factors – child level 

Appetite 
Child development/milestones 
Child illness and health 

Helps assess if child-level factors modify influence of 
exposure to interventions. Child development 
milestones also function as an outcome/impact 
indicator in relation to IYCF practices. 

Influencing/underlying 
factors – 
mother/maternal level 

Education 
Employment patterns, earnings, work 

hours, availability of childcare 
Assets and control over assets 
Physical and mental well-being 
Women status and maternal 

decisionmaking power at the household 

Mother well-being is a prerequisite for intervention 
success. We would use these data to control for 
underlying mother factors and analyze the 
influence of mother constraints on ability to 
benefit from the A&T interventions.   

Influencing/underlying 
factors – household 
level 

Household SES (construction of SES scale 
from assets) 
Household economic shocks 
Household food security 

Economic shocks or changes in livelihoods over the 
course of the project could seriously undermine 
project impact. Additionally, improvements in SES 
over time could attribute greater impact to the 
project than is true. Therefore, data on SES, 
shocks, and food security are important both to 
control for these influences in analyses of change 
over time, as well as to examine the influence of 
household-level constraints on the ability to 
benefit from A&T interventions . 

 

Overall, the A&T baseline household questionnaire was crafted with careful consideration of the kinds of 
data that need to be gathered to enable the interpretation of the impact results of A&T. It is based on a 
sound conceptual framework for child nutrition and an operational understanding of the franchise 
model. We anticipate that the data collected in the baseline and endline surveys, as well as through the 
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process evaluation, will enable a solid understanding of what impact the franchise model will have, and 
how those impacts are or are not achieved.  

2.2.3. Community questionnaire 

The purpose of the community questionnaire was to gather data on underlying factors at the 
community level, and to compare the different clusters after the randomization process. The community 
questionnaire also captured the causes of undernutrition that are embedded within the larger societal 
and environment factors. The community questionnaire was designed to provide information on the 
following aspects of each commune: 

 General characteristics of the commune: number of villages, population, percentage of minority 

and poor household, main source of income in peak and low seasons 

 Infrastructure of the commune: access to main road, electric, gas, and irrigation systems 

 Distance from the nearest major town, type of transportation used to reach this town 

 Natural disasters occurring in the commune during the last year 

 Presence of other organizations or support groups  

 Availability and access to health services: CHC, private clinics, pharmacy, etc.  

 Availability of education facility: kindergarten, school, college 

 

2.2.4. Facility assessments 

One of the purposes of the facility assessment was to gather data to compare baseline CHCs in the 
intervention and control groups. The facility assessment data allow a comparison of change between 
baseline and endline for intervention and control CHCs, thus generating data on the pathways through 
which A&T interventions lead to improvements in process and outcome indicators. 

There were two components of the facility assessment: 

(1)  Interview with the CHC leader to obtain information on the personnel at the facility, the 

services offered at the facility, and the types of fees charged for services. Data were also 

gathered on outpatient records for each month in the previous year, as well as summary 

information on in-patients and referral processes.  

(2)  Facility observation: This part of the facility assessment instrument was designed to obtain 

information on different spaces in a facility, such as a waiting room, admission room, 

examination room, counseling room, etc. Based on this, additional information about 

equipment and materials in the counseling room were collected using predefined checklists.  

2.2.5. Frontline health worker questionnaire (for commune and village health workers) 

The baseline survey for A&T included interviews with a variety of frontline health workers (FHWs) 
(including CHC staff and VHWs). Gathering data on FHWs at baseline and endline enables us to 
document changes in FHW performance over time and contributes to an understanding of the impact 
pathways through which A&T objectives are met. Since FHWs are a critical factor in the overall impact 
and process pathways, it is essential to capture issues related to their performance as part of the overall 
evaluation. The literature on FHWs and their work context is slim in the field of nutrition programs and 
nutrition program evaluations. Based on the literature, available validated scales, and our past 
experiences studying this issue in evaluations, we have included in the A&T evaluation questionnaires 
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the following domains (Table 2.2) that relate to frontline health workers and their performance, 
particularly in relation to IYCF counseling. 

Table 2.2. Overview of the domains covered in the A&T frontline health worker questionnaires 

Domain/type 
of data 
collected Rationale for inclusion  How used in evaluation 

Demand for 
services  

Demand for services of the FHW partially influences coverage and 
reach of the interventions 

Establish baseline for demand; 
evaluate shifts in demand for 
services as part of documenting 
program impact pathways 

Work load and 
time 
commitments 
(actual and 
perceived) 

Information on workload and time commitments are needed for 
three purposes: 1) to understand demands made by A&T on 
workload and time commitments; 2) to understand how perceptions 
of workload, in addition to actual workload, influence FHW 
motivation and performance; and 3) to use data on time 
commitments, and shifts in time commitments and activities due to 
the interventions in the costing studies.  

Establish baseline. Used in costing 
component to estimate changes 
in time allocations due to A&T 

Time on the 
job and 
training 

Training and time on the job are both influencers of job performance. 
In particular, training is known to be a motivating influence on FHWs.  

Establish baseline, and document 
exposure of FHWs to training for 
process evaluation.  

Motivation 
and job 
satisfaction 

A number of factors influence FHW motivation. These include factors 
that are extrinsic to the FHW as well as intrinsic motivators. 
Motivation is strongly related to job performance; therefore, 
capturing perceptions related to motivation and motivators is 
important both at the baseline and endline as well as in the interim 
(process evaluation). Job satisfaction is also an influence on job 
performance, and therefore important to capture. 

Establish baseline; document 
shifts in motivation/job 
satisfaction due to A&T inputs 
such as training, incentives, 
supportive supervision. 

Technical 
knowledge 
and skills 

A basic prerequisite for delivering the franchise model successfully is 
knowledge of FHWs about the core topics to be covered in the 
franchise model that they implement in the field. We included the 
same IYCF knowledge assessments for FHWs and mothers in our 
questionnaires. Empirical evidence indicates that the amount of 
correct knowledge that is shared by FHWs and beneficiaries 
influences the probability that beneficiaries will try new behaviors.  

Establish baseline; document 
improvements/shifts in technical 
knowledge due to A&T inputs 

Self-efficacy 
and 
confidence 

Self-efficacy and confidence is a basic driver of job motivation and job 
performance.  

Establish baseline; document 
improvements/shifts due to A&T 
inputs and assess role of 
confidence/self-efficacy in 
performance of FHWs 

Supervisory 
support 
(actual and 
perceived)  

Supportive supervision is documented to be critical in FHW 
performance, motivation, and training.  

Establish baseline; document 
improvements/shifts due to A&T 
inputs and assess/document role 
of supervisory support in 
performance of FHWs 
implementing A&T interventions 

Basic 
demographics 

Factors such age, education, prior experience, etc., have influences 
on worker performance and effectiveness. In addition, since FHWs 
are often voluntary positions, ensuring adequate information on their 
sources of income and other employment helps shed light on socio-
demographic and economic constraints to their performance.  

Control for basic demographics in 
analyses of factors, including A&T 
inputs that lead to changes in 
FHW performance.  
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2.3. Training of personnel 

2.3.1. Training of interviewers 

The team of data collectors for the baseline survey were recruited and trained in Hanoi. The team then 
traveled to the four provinces to carry out the fieldwork. The use of one team for all interviews in four 
provinces was done to reduce the variability that could be introduced by using several regional teams. 
Interviewer selection criteria included 1) education and training background as well as experience in 
health-related fields; 2) understanding and fluency in the local language; 3) ability to observe and take 
notes during communication; and 4) time commitment. All data collectors were trained and assessed 
again after training to ensure that they met selection criteria. 

The training of data collectors took place in Hanoi for eight days in early June 2010. The training team 
was led by ISMS senior researchers who had collaborated with the IFPRI team in development of the 
questionnaire. Several specialists were invited to provide training in specific sections, including 
1) training on the IYCF module by a specialist from the National Institute of Nutrition; 2) training on the 
household composition and household socioeconomic status module by a specialist from the General 
Statistic Office; and 3) training on the child development module by a pediatrician from the National 
Pediatric Hospital. Other members of training team included the survey supervisors and the survey 
coordinator. 

The training course consisted of instructions regarding interviewing techniques and field procedures, a 
detailed review of items on the questionnaires, mock interviews between participants in the classroom, 
and practice interviews. Other methods used to train the interviewers included discussion of all 
potential answers to a question, and discussions related to the coding of different types of responses. 
Short home-based exercises were also prescribed during the training, and the results of these were 
discussed each day. Fieldworkers were also trained in the use of spot observations to assess the 
cleanliness of the child, respondent mother, and household. After the training, pretest fieldwork was 
conducted in one rural cluster. Each interviewer pretested the questionnaires in two households. The 
final selection of fieldworkers was based on a short field-based evaluation. A total of 26 potential 
fieldworkers were trained, and of these, 22 were selected for inclusion in the final survey team. 

2.3.2. Standardization of supervisors in anthropometric measurements  

The IFPRI MLE coordinator, two ISMS senior researchers, and six supervisors (who are ISMS staff, and 
had graduated from Hanoi School of Public Health) participated in the standardization exercise. 
Although the supervisors had previously been trained in taking anthropometric measurements, they 
were required to thoroughly review the anthropometric measurement manual developed by FANTA (6). 
They also consolidated their practice skills in taking measurements on dummies before conducting 
standardization exercises at one commune during the pilot phase. In the practice, one of the supervisors 
served as the standard and the others were then compared to his/her skill level. Following the 
standardization calculations, the one who showed the highest accuracy and precision was reselected to 
be the standard for all remaining standardization exercises. 

2.3.3. Training and standardization of fieldworkers in anthropometric measurements 

The field teams were split into two groups: one group conducted anthropometric measurement and 
hygiene spot observations, and the other group administered the household questionnaire. Those who 
conducted anthropometric measurement were trained to be highly specialized in that task. 
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Eight fieldworkers were selected to be trained to take standardized anthropometric measurements. 
First, they were trained to use the equipment and record anthropometric data. This was done over a 
period of a day and included lectures and equipment demonstrations, followed by a half day of 
practicing with a dummy. Second, they spent a day during the pretest phase measuring the height and 
weight of infants and children in a commune. Height measurements were verified to ensure 
standardization. Weight was measured using an electronic scale. As part of the standardization exercise, 
the height and weight of children under 60 months of age were measured by all fieldworkers and the 
supervisors, and each one of them measured each child twice. Spreadsheets were created to compute 
the standardization data. Then the measurements by each fieldworker were compared to those of the 
supervisor who was considered a standard because of her extremely precise measurements. Based on 
the findings, six of eight fieldworkers were selected to conduct the anthropometric measurements for 
the survey. 

2.4. Fieldwork logistics 

The survey was executed in three stages. The first stage involved mapping, listing of households, sample 
design, and implementation of sampling procedures. The second stage encompassed interviewing and 
data collection. The fieldwork started on June 14, 2010, and finished on August 31, 2010. The third stage 
involved data entry and management which was completed on September 30, 2010. 

2.4.1. Composition of survey team 
Figure 2.3 shows the organizational structure for field operations. The study field director, Dr. Minh 
Nguyen, from ISMS, oversaw the study team in charge of data collection and reported directly to the 
IFPRI MLE coordinator. Data collection was carried out by four teams, each team consisting of one 
person in charge of anthropometric measurement and hygiene spot observations, and five to six 
interviewers. Each team was supervised by one supervisor. During fieldwork, these teams were 
combined or reformulated as necessary. Parallel with the fieldwork, the survey also had an office 
director, Dr. Nam Nguyen, from ISMS, who led the team in their work on sample selection, data entry, 
and data management, and provided other logistic support.  

The survey teams also worked closely with local health authorities at different levels: the Provincial 
Department of Health Service (DHS) or Reproductive Health Center (RHC), the District Health 
Center, the CHC frontline health worker, and VHWs. The survey teams received considerable 
local support for selecting communes and randomizing them, announcing to the commune plans 
for the research, and arranging field logistics. He commune frontline health worker and VHWs 
are extremely helpful in supporting the team in arranging fieldwork, provide transportation, and 
take interviewers to households. 
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Figure 2.3. Organizational structure for Field Operations 

 
 

2.4.2. Administration of the household survey 

Before the questionnaire was administered in any community, the research team organized a meeting 
with district and commune frontline health workers. During this meeting, the research team provided 
information on the A&T project, explained the purpose of the survey to the community members and 
the reasons for measuring children’s and mothers’ height and weight, and requested cooperation of 
community members with the survey team. 

A few days before the survey was conducted in a community, CHC frontline health workers helped to 
again inform the community about the survey using the commune loudspeakers. The list of selected 
households was sent to CHC staff members who then gathered VHWs to assign the tasks. The CHC 
frontline health worker and VHWs helped inform families about the plans for the survey prior to the day 
of the survey. VHWs also served as guides or transporters who took the survey team to the selected 
household. This was especially important in the remote evaluation communities. CHC staff and VHWs 
were compensated for their time and transportation.  

To facilitate data collection, each interviewing team was assigned a certain hamlet in the sample area. 
Each supervisor divided his/her team to ensure that all adjacent sampled households were completed 
by one interviewer. Data were collected in participants’ households in three parts: 1) a face-to-face 
interview based on the structured questionnaire, 2) a hygiene spot observation, and 3) anthropometric 
measurement. Weight and height of mothers and children were measured twice by trained investigators 
using standardized weighing scales (Seca scale) and length boards (UNICEF designed), with increments 
of 50 grams and 0.1 centimeter. For height, supine length was measured for children from 0-23.9 
months and standing height was measured for children ≥ 24 months old. Hygiene spot observations and 
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anthropometric measurements were conducted by data collectors who were especially trained to do 
these tasks only.  

The fieldworker reviewed each questionnaire before leaving the household where it was administered. 
At the end of each day of fieldwork, the supervisors reviewed each questionnaire for accuracy, logical 
consistency, and legible writing. Fieldworkers were asked to return to survey households in cases where 
missing data or other problems were observed. If a respondent mother was absent from her home, the 
survey team made an appointment with whomever was present in the household for a day when the 
mother was likely to be home. If a mother worked too far away to come back or the respondent refused 
to be interviewed, the household was replaced with one of the 10 replacement households previously 
selected from the pool of eligible households.  

2.4.3. Administration of the community questionnaire 

The community questionnaire was administered to the leader of the commune; most of these leaders 
were also the commune vice-chair in charge of health and education. The questionnaire was designed to 
gather information on geographic characteristics, general socioeconomic development of the commune, 
and access to various services and programs, particularly health services.  

2.4.4. Administration of staff/facility questionnaires 

The facility assessment took place in 40 CHCs where the household survey took places. The purpose of 
the facility assessment was to gather data on infrastructure, equipment, and resources available for 
family planning services. 

The facility assessment consisted of two parts: 1) interview with heads of CHC, and 2) facility 
observation using predefined checklists. The staff questionnaire was administered to the CHC frontline 
health worker and VHWs through a face-to-face interview using a structured questionnaire. We also 
included in the interaction with the frontline health worker one open-ended question, asking for their 
suggestions on what was needed to improve health services at the commune. 

2.4.5.  Data quality control 

To ensure good data quality, interviewers were asked to conduct fewer interviews during the first three 
days of data collection. Interviewers were responsible for having questionnaires completed. The ISMS 
field supervisors were mainly responsible for checking the questionnaires for completion and 
consistency right after submission by the interviewers (every day, during fieldwork). Field supervisors 
asked interviewers to fill in missing information in the questionnaires if needed. Questionnaires with 
5 percent of questions missing responses were not accepted, and the supervisor asked interviewers to 
redo the interview or discard the questionnaire. The supervisor also conducted spot checks by randomly 
visiting some sampled households and reinterviewing a number of respondents. The original 
questionnaires were then matched to the reinterviewed questionnaires, and any differences were 
discussed. If any interviewers submitted more than two questionnaires in a day with 5 percent or more 
missing answers to questions, field supervisors reported to the team leader. If the missing data were a 
result of the interviewer’s skills or working attitude, the interviewer was replaced.  

The survey required double measurement of all anthropometric data. If the difference between two 
measurements was more than 2 cms, or 200 grams, the investigator was required to make a third 
measurement. All three measurements were entered for average estimation. 
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2.4.6. Fieldwork constraints 

The fieldwork moved smoothly for the most part. However, some of the challenges in the fieldwork 

were as follows: 1) severe weather (extremely hot in the North and heavy rain in the South); 3) difficult 

transportation in several remote areas and 3) difficulties in getting appointments with mothers who 

worked far away from home. In spite of these challenges, the fieldwork progressed smoothly, and data 

quality was not compromised.  

2.5. Data management 

One senior researcher from ISMS was in charge of data processing and management. Fieldwork and 
data processing activities overlapped. After two weeks of data collection, and after field editing of 
questionnaires for completeness and consistency, the questionnaires for each commune were packaged 
together and sent to the central office in Hanoi, where they were registered and stored. Special teams 
were formed to carry out data entry. 

Data entry and verification started after two weeks of office data processing. The process of data entry, 
including 100 percent double data entry, editing, and cleaning, was done by using personal computers 
and Epidata software developed especially for such surveys. After double entry, the two Epidata 
datasets were validated, and a report comparing the two Epidata datasets was produced. The data entry 
was considered acceptable if the difference was less than 5 percent. 

Data were fully labeled in English and then transferred into SPSS and Stata data files for cleaning and 
analysis. Datasets were first cleaned and verified in Viet Nam, and then sent to IFPRI headquarters for 
further review of range checks, logical consistency, missing values, and other data issues. Final analyses 
of baseline results were done at IFPRI headquarters. All cleaning and analysis was done in Stata 11.   

2.6. Data analyses 

Appropriate variables were created for each section and will be described at the beginning of each 

section. Results on means and proportions were generated for the entire survey sample as well as 
separately for intervention and comparison areas. Statistical testing for differences between the two 
intervention areas was done using a regression model in order to take into account district-level effects 
and the clustering of errors within and across communes. All analysis was done using Stata 11. 
Significant differences between A&T and non-A&T areas are reported at p < 0.05 (labeled as *p < 0.05) 
and p < 0.001 (labeled as **p < 0.001) after each table. 
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3. Results: Sample characteristics 

3.1. Variables 

The survey gathered information on household headship (age and gender of household head) and on 
each household member’s age and gender. The date of birth of all children younger than five years of 
age was obtained, as well as information about whether or not their mother was present in the 
household. Households with a child less than 60 months of age, but whose mother was permanently 
absent, were not considered eligible for inclusion in the baseline survey. 

Data from the household roster were used to generate several variables, including 

- Household size, 

- Number of adults in the household (18 years and above), 

- Number of children under 5 years of age in the household, 

- Number of school-age children (6-15 years old), 

- Dependency ratio (number of dependents [household members less than 15 years of age or 

over 64 years of age] divided by the number of working age members [household members 

between 15 and 64 years of age]). 

Children’s age was divided into 6-month age groups. 

3.2. Results of sample characteristics 

Age of the household head was about 43 years old. The average household size was 4.8, among them 

2.9 were adults ≥18 years, and 1.2 were children <5 years. The dependency ratio was 0.9. The 

proportion of female-headed households was 17.8. No differences were found between A&T and non-

A&T areas for all household composition characteristics (Table 3.1).  

 

Table 3.1. Household composition 

Characteristics 

A&T Area 
(n = 2,027) 

Non-A&T Area 
(n = 2,002) 

All 
(n = 4,029) 

Mean SD Mean SD Mean SD 

Age of household head (years) 42.6 14.6 42.8 14.9 42.8 15.1 
Household size  4.9 1.5 4.8 1.4 4.8 1.4 

Number of adults (  18 years old)  2.9 1.2 2.9 1.2 2.9 1.2 
Number of children < 5 years of age  1.2 0.4 1.2 0.4 1.2 0.4 
Number of school-age children  0.7 0.8 0.7 0.8 0.6 0.8 

Number of dependents* 
 

2.1 1.0 2.1 1.0 2.1 1.0 
Number of working age members†  2.8 1.2 2.8 1.2 2.8 1.2 
Dependency ratio‡ 0.9 0.5 0.9 0.5 0.9 0.5 

 Percent Percent Percent 

Female-headed households 16.4 19.2 17.8 
Respondent mother-headed households 5.3 6.5 5.9 

* Dependents = household members less than 15 years of age or over 64 years of age. 
† Working age members = household members between 15 and 64 years of age. 
‡ Dependency ratio = number of household members < 15 or > 64) divide by number of members 15-64 years. 
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Table 3.2 showed several mother characteristics by program group. The average age of respondent 
mothers in our baseline survey was 29 years and 98 percent of them were married, thus capturing 
young, married mothers typically seen in Viet Nam. The average number of years of schooling was 
relatively high among respondents at 9 years. A very small percentage of women had never attended 
school (1 percent) with most finishing at least middle school (52 percent). Only 12 percent of mothers 
had completed college or had any higher education. The primary occupation of respondents was 
farming (55 percent), which was slightly different between A&T and non-A&T areas. Other common 
occupations include salaried staff, housewife, and traders (around 10 percent). 

Table 3.2. Civil status, education, and occupation of respondent mother, by program group 

 

A&T area 
(n = 2,027) 

Non-A&T area 
(n = 2,002) 

All 
(n = 4,029) 

Mean SD Mean SD Mean SD 

Age (years) 29.3 5.6 29.3 5.5 29.3 5.5 
Year of schooling  8.9 3.4 9.1 3.5 9.0 3.5 

Education Percent Percent Percent 

    Never attend school 1.2 1.7 1.4 
    Primary school   15 13.5 14.3 
    Middle school  51.7 51.4 51.5 
    High school  20.5 20.2 20.4 
    Completed vocational training 1.0 0.6 0.8 
    College or higher 10.6 12.7 11.6 
Civil status    

    Married (union) 98.1 97.8 97.9 

    Living alone (unmarried, widowed, 
divorced, separated) 

1.9 2.3 2.1 

Occupation    
    Famers 56.9* 54.4 55.7 
    Service/Salaried staff 9.6 11.9 10.7 
    Manual worker 4.7 6.9 5.8 
    Handicraft 2.8 2.2 2.5 
    Business/Traders 9.6 9.4 9.5 
    Self-employment 4.8 5.2 5.0 
    Household work/housewife 11.2 9.6 10.4 
    Others 0.4 0.3 0.4 

Notes: ** P < 0.001, * P < 0.05. 

 

In this baseline survey, children between the ages of 0-59.9 months of age were included. The design 
oversampled the age group between 0-5.9 months (962 children accounts for 23.6 percent of the 
sample) in order to have an adequate number of samples to capture the change in EBF; another 27.3 
percent of the sample was recruited for the age group of 6-23.9 months to allow us to have a large 
enough sample size to assess the change in complementary feeding. The age group of 24-59.9 months is 
49 percent of the sample, which allows for the assessment of stunting.  

Table 3.3 presents the distribution of children’s ages and sex in the A&T and non-A&T areas. No 
differences were found for sample in different age categories. The percentage of the sample children 
that were male was 52.7 percent and 47.3 percent were females. Sex distribution was also similar for 
A&T and non-A&T areas. 
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Table 3.3. Child age and sex distribution 

 A&T area 
(n = 2,027) 

Non - A&T Area 
(n = 2,002) 

All 
(n = 4,029) 

Age group (months) Percent Percent Percent 

0-5.9 24.2 23.1 23.6 
6-11.9 11.8 11.1 11.5 

12-17.9 8.0 7.8 7.9 
18-23.9 7.2 8.7 7.9 
24-29.9 7.5 7.8 7.7 
30-35.9 10.8 10.9 10.8 
36-41.9 8.8 8.9 8.9 
42-47.9 8.8 8.7 8.7 
48-53.9 7.4 7.4 7.4 
54-59.9 5.5 5.8 5.6 

Sex    
Male  52.3 53.0 52.7 

 Female 47.7 47.0 47.3 

 
In summary, the demographic characteristics of households in our survey sample are comparable 

between A&T and non-A&T areas. As expected, the proportion of children in 0-5.9 months and 6-23.9 

months was higher in the survey sample because they were oversampled to capture small shifts in the 

core impact indicators specific to these age groups, i.e., EBF and complementary feeding practices. 
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4. Results: Impact indicators: Anthropometry and IYCF practices 

4.1. Variables 

Children’s weight and height measurements were used to derive Z-scores by comparing each child’s 
anthropometric measurements to the WHO growth reference for his/her age and gender. The three 
indicators used were height-for-age Z-score (HAZ), weight-for-age Z-score (WAZ), and weight-for-height 
Z-score (WHZ). Stunting is defined as HAZ < -2 Z-scores; underweight, as WAZ < -2 Z-scores; wasting, as 
WHZ < -2 Z-scores (7). 

Child-feeding practices were described using the WHO-recommended IYCF indicators. These indicators 
are widely accepted and used to capture optimal feeding practices in populations (8). Optimal IYCF 
practices captured by these indicators cover a range of practices and criteria to assess the adequacy of 
those practices. These practices include age-appropriate breastfeeding practices (timing, duration, and 
exclusivity), and timely and adequate consumption of high quality complementary foods. The eight core 
IYCF indicators and six optional indicators were calculated based on the WHO guidelines (8). The full 
definition of all IYCF indicators is described in Annex Table A4.1. 

4.2. Results:  Core A&T impact indicators 

The core indicators for assessing A&T’s impact are stunting among children 24-59.9 months old and the 
eight core WHO-recommended IYCF indicators. Table 4.1 presents the results in relation to these core 
indicators and compares the intervention communes to the comparison communes.  

Table 4.1. Core impact indicators 

 
Age group 
(months) N 

A&T 
area 

Non-A&T 
area All 

Nutritional status of children      
Prevalence of stunting among children 24-59.9 1,969 25.3 22.5 23.9 

Core IYCF indicators      
Early initiation of breastfeeding (within 1 hour of birth) 0-23.9 2,042 58.8 58.1 58.5 
Exclusive breastfeeding among children under 6 months 0-5.9 948 18.9 17.8 18.4 
Continued breastfeeding at 1 year (12-15.9 months) 12-15.9 207 87.5* 73.8 80.7 
Introduction of solid, semi-solid food, or soft food (between 

6-8.9 months 6-8.9 236 92.6 90.4 91.5 

Minimum diet diversity (  4 food groups) 6-23.9 1,094 73.7 75.8 74.8 
Minimum meal frequency* 6-23.9 1,094 79.8 82.0 80.9 
Minimum acceptable diet† 6-23.9 1,094 56.4 57.5 57.0 
Consumption of iron-rich food‡ 6-23.9 1,094 85.9 85.3 85.6 

Notes: ** P < 0.001, * P < 0.05. 
* Minimum is defined as 2 times for breastfed infants 6-8 months; 3 times for breastfed children 9-23.9 months; 4 times for 
non-breastfed children 6-23.9 months. “Meals” include both meals and snacks and frequency is based on mother’s report. 
† Acceptable diet is defined as who had at least the minimum dietary diversity and the minimum meal frequency during the 
previous day. 
‡ Iron-rich or iron-fortified foods include flesh foods, commercially fortified foods especially designed for infants and young 
children that contain iron, or foods fortified in the home with a micronutrient powder containing iron. 

Overall, the results of the baseline survey indicate that stunting is at 23.9 percent among children 24-
59.9 months in the evaluation communes, and that differences between intervention and comparison 
communes are not statistically significant. There was no difference in early initiation of breastfeeding or 
in EBF, but continued breastfeeding at 12-15 months of age was substantially higher in the A&T area 
(p < 0.05). Complementary feeding practices were better than breastfeeding practices in this research 
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area, with no statistically significant differences between the intervention and comparison areas. More 
than 75 percent of children in the sample had been fed the minimum number of food groups and the 
minimum number of times per day, and around 85 percent of children had consumed iron-rich food in 
the 24 hours preceding the survey.  

4.3. Results: Nutritional status outcomes 

Table 4.2 presents the mean HAZ, WAZ, and WHZ scores by intervention group. On average, the children 
in our study population had mean HAZ, WHZ, and WAZ scores that were lower than the median of the 
reference population standards (Z-scores were -0.93, -0.86, and -0.47, respectively). No differences were 
found between A&T vs. non-A&T areas with regard to overall mean Z-score.  

Table 4.2. Comparison of nutritional status outcomes, by age and program group 

Nutritional status indicator 

A&T area 
(n = 2,027) 

 Non-A&T area 
(n = 2,002) 

 All 
(n = 4,029) 

Mean 
Standard 
Deviation 

 
Mean 

Standard 
Deviation 

 
Mean 

Standard 
Deviation 

Height-for-age Z-score (HAZ)         
- All  -1.0 1.2  -0.9 1.2  -0.9 1.2 
- 0 - 5.9 months  -0.2 1.0  -0.2 1.1  -0.2 1.1 
- 6 - 23.9 months -0.8 1.3  -0.8 1.2  -0.8 1.2 
- 24 - 35.9 months -1.4 1.1  -1.3 1.1  -1.3 1.1 
- 36 - 59.9 months -1.4 1.0  -1.3 1.0  -0.9 1.2 

Weight-for-age Z-score (WAZ)         
- All  -0.9 1.1  -0.8 1.1  -0.9 1.1 
- 0 - 5.9 months -0.3 1.0  -0.3 1.1  -0.3 1.0 
- 6 - 23.9 months -0.8 1.2  -0.7 1.1  -0.7 1.1 
- 24 – 35.9 months -1.1 1.0  -1.1 1.0  -1.1 1.0 
- 36 – 59.9 months -1.3* 1.0  -1.2 1.0  -1.2 0.9 

Weight-for-height Z-score (WHZ)         
- All  -0.5 1.0  -0.5 1.0  -0.5 1.0 
- 0 - 5.9 months -0.2 1.1  -0.2 1.1  -0.2 1.1 
- 6 - 23.9 months -0.5 1.1  -0.5 1.1  -0.5 1.1 
- 24 – 35.9 months -0.6 0.9  -0.5 1.0  -0.6 0.9 
- 36 – 59.9 months -0.7* 0.9  -0.6 1.0  -0.6 1.0 

Notes: * * P < 0.001, * P < 0.05 

Table 4.2 also shows mean HAZ, WAZ, and WHZ by the three age groups for the A&T impact indicators. 
All three nutrition indicators worsened with age. There were no differences in HAZ, WAZ, and WHZ for 
the two age groups of 0-5.9, 6-23.9, or 24-35.9 months between A&T vs. non-A&T areas. However, there 
was a statistically significant difference between intervention and control groups for WAZ and WHZ for 
the 36-59.9 months age group (Z-scores of -1.3 vs. -1.2 and -0.7 vs. -0.6 for WAZ and WHZ, respectively). 

Figures 4.1-4.7 present findings on mean Z-scores by the child’s age and intervention groups. They also 
present anthropometric patterns by the child’s age and gender. Overall, the figures reinforce what is 
known in the global literature on child growth patterns: the first two years of life are a critical period 
within which growth-faltering is rapid. However, for both HAZ and WAZ, a continued worsening of these 
indicators is seen even among children older than 2 years of age. WHZ dropped sharply until 15 months 
of age when it started to level off (Figure 4.1). The pattern in the comparison group is consistent with 
that observed in the intervention group (Figure 4.4). Figures 4.5-4.7 illustrate that similar patterns of 
growth faltering by age were observed in both males and females. There was a slight difference in mean 
WAZ and WHZ between girls and boys for the age group 36-59.9 months. 
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Figure 4.1. Mean anthropometric outcomes, by age group 

 

Figure 4.2. Mean height-for-age Z-scores (HAZ), by age and program group 
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Figure 4.3. Mean weight-for-age Z-scores (WAZ), by age and program group 

 

Figure 4.4. Mean weight-for-height Z-scores (WHZ), by age and program group 
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Figure 4.5. Mean height-for-age Z-scores (HAZ), by age group and gender 

 

Figure 4.6. Mean weight-for-age Z-scores (WAZ), by age group and gender 

 
Notes: * * P < 0.001, * P < 0.05. 
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Figure 4.7. Mean weight-for-height Z-scores (WHZ), by age group and gender 

 
Notes: * * P < 0.001, * P < 0.05. 

The overall stunting prevalence in the A&T study area was approximately 17 percent, which is lower 
than the national average of 30 percent (1). Consistent with the linear trends seen with mean HAZ, 
stunting prevalence increased as the children got older (Table 4.3). No differences were found between 
A&T vs. non-A&T areas in terms of the overall stunting rate or the age-specific stunting rate. 

Figure 4.8 shows that the prevalence of stunting increases with age until about 36 months, reaching 
more than 30 percent by 33-35 months of age. This period of time, especially the first 24 months of life, 
are viewed to be not only the “window of vulnerability,” where stunting and underweight rates increase 
sharply, but also the “window of opportunity,” when nutrition interventions carried out effectively can 
have the greatest impact in preventing undernutrition in children (9, 10).  

The overall prevalence of underweight was 14.4 percent in the intervention area and 12.3 percent in the 
control areas, and this difference was statistically significant (Table 4.3). No differences in underweight 
prevalence were found for the age groups of 0-5.9 and 6-23.9 months, but a statistically significant 
difference was found for the 24-59.9 months age group, which may contribute to the overall difference. 
Similar to stunting, the underweight prevalence also increased rapidly until 24 months of age (Figure 
4.9), indicating the importance of intervention in this period. 

Overall, the prevalence of wasting was less than 5 percent with no difference between A&T vs. non-A&T 
groups (Table 4.3). Figure 4.10 further illustrates that the prevalence of wasting was relatively low 
during the first 8 months of life. At the age of 9 months, a sharp increase in prevalence was noted with 
increases of roughly 9 percentage points. The prevalence of wasting was maintained between 6-9 
percent until 27 months of age, after which the rates dropped further to approximately 4 percent. 
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Table 4.3. Comparison of prevalence outcomes, by program group 

Prevalence outcome 

A&T area 
(n = 2,027) 

Non-A&T area 
(n = 2,002) 

All 
(n = 4,029) 

Percent Percent Percent 

Stunting    
- All 17.5 16.1 16.8 
- 0 - 5.9 months 3.9 4.6 4.3 
- 6 - 23.9 months 15.3 14.3 14.8 
- 24 – 35.9 months 26.0 25.1 25.6 
- 36 – 59.9 months  25.0 20.9 22.9 

Underweight    
- All 14.4* 12.3 13.2 
- 0 - 5.9 months 4.7 5.7 5.2 
- 6 - 23.9 months 12.2 9.9 11.1 
- 24 – 35.9 months 20.1 16.4 18.3 
- 36 – 59.9 months 20.7* 16.1 18.4 

Wasting    
- All 4.9 4.7 4.8 
- 0 - 5.9 months 3.7 4.6 4.1 
- 6 - 23.9 months 5.4 5.9 5.6 
- 24 – 35.9 months 4.6 4.1 4.3 
- 36 – 59.9 months 5.7 4.1 4.9 

Low birth weight 5.6 4.5 5.1 

Notes: ** P < 0.001, *P < 0.05. 

 

Figure 4.8. Prevalence of stunting, by age and program group 
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Figure 4.9. Prevalence of underweight, by age and program group 

 

 

Figure 4.10. Prevalence of wasting, by age and program group 
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4.4. Results: Infant and young child feeding  

Overall patterns of IYCF 

Figure 4.11 depicts infant feeding practices by age in the first 24 months of life. Instead of exclusively 
feeding breastmilk to their infants, mothers introduced plain water and/or other liquids and semi-solid 
food very early in life. It is evident that EBF is not a common practice for Vietnamese women and that 
the introduction of non-breastmilk liquids and solid/semi-solid food starts very early. 

Figure 4.11. Infant feeding practices, by age 

 

Breastfeeding: Pre-lacteal feeding, EBF, predominant breastfeeding, and continued breastfeeding 

Overall, the rate of early initiation of breastfeeding (within an hour after birth) was 58 percent, which 
was consistent with previous data from 2006 Multiple Indicator Cluster Survey (MICS) (3). No differences 
were found between A&T and non-A&T areas. Although 78 percent of infants were reported to have 
been given colostrum, 55 percent also received pre-lacteals immediately after birth. Table 4.4 
summarizes liquids offered to the baby as well as the individuals responsible for offering these liquids to 
the baby immediately after birth. The most common pre-lacteals fed to infants were infant formula 
(27.5 percent), honey (26 percent), and plain water (24 percent). These results were consistent with the 
previous formative study in Viet Nam (9). Other liquids offered less commonly included sugar, fruit juice, 
cow’s milk, and tea. 

It appears that often mothers/mothers-in-law are responsible for offering pre-lacteals to infants (35.2 
percent). Other family members also sometimes offer these other liquids (13.6 percent). No differences 
were found for A&T and non-A&T areas.  

Results above suggest that in order to improve the rate of EBF, it is important to counsel mothers and/or 
provide educational messages about the importance and benefits of EBF as well as the detrimental 
effects (such as infection, poor growth, inadequate nutrition) of introducing pre-lacteals early on in the 
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infant’s life. In addition, these interventions should not only address mothers of the children but also 
family members, specifically their mothers and mothers-in-law. 

Table 4.4. Pre-lacteal feeding, by program group 

Variable 

A&T area 
(n = 2,027) 

Non-A&T area 
(n = 2,002) 

All 
(n = 4,029) 

Percent Percent Percent 

Early initiation of breastfeeding (within 1 hour of birth) (0-23 months) 58.8 58.1 58.5 
Reported giving colostrum 77.6 78.6 78.1 
Any pre-lacteal 55.2 57.0 56.0 
Liquid other than breastmilk given to the baby immediately    

- Honey 25.9 26.0 26.0 
- Water 24.6 23.6 24.1 
- Infant formula 28.0 27.0 27.5 
- Sugar 3.4 3.5 3.5 
- Fruit juice 0.8 0.8 0.8 
- Cow’s milk 0.4 0.4 0.4 
- Tea 0.2 0.2 0.2 

Who fed baby liquid other than breastmilk?    
- Mother/Mother-in-law of respondent 34.1 36.3 35.2 
- Other family member 13.5 13.6 13.6 
- Doctor 1.7 2.1 1.9 
- Nurse 2.2 2.3 2.3 
- Traditional birth attendance (TBA)/Village health worker/ Women 

Union (WU) staff 0.3 0.1 0.2 
- Neighbor/Friends 1.3 0.7 1.0 

 

The practice of breastfeeding is almost universal in Viet Nam, but only a small proportion of infants are 
breastfed exclusively during the first 6 months of life. Findings from our study population indicate that 
overall, EBF rates for the first 6 months of life were low at 18.4 percent (Table 4.5). This is consistent 
with UNICEF data reporting a EBF rate of 17 percent (3). No differences were noted between A&T 
intervention and non-intervention groups for any of the statistics reported above. 

According to our survey, EBF declined as infants grew older (Figure 4.12). Our study showed that few 
infants were exclusively breastfed until 6 months of age. At 1 month of age, only 52 percent of infants 
were exclusively breastfed. This steadily declined with age; at 6 months, only 2 percent of the children 
were exclusively breastfed. Predominant breastfeeding rates also deteriorated following a similar 
pattern to EBF (from 87 percent at 1 month to 9 percent at 6 months). 

The median duration of breastfeeding was 16.5 months. Continued breastfeeding at 1 year of age was 
reported by 80.7 percent of mothers with children 12-15.9 months of age, proving that breastfeeding is 
normative for a large proportion of infants even beyond 1 year of age. However, there was a statistically 
significant difference between A&T and non-A&T areas (87.5 percent vs. 73.8 percent). Continued 
breastfeeding at 2 years of age was reported in only 23.5 percent of the study population. The 
prevalence of age-appropriate breastfeeding in children up to 24 months was 42.6 percent with a 
significant difference between the A&T (44.5 percent) and non-A&T groups (40.7 percent). The IYCF 
practices are similar for boys and girls except for the predominant breastfeeding rate, which is slightly 
higher in boys compared to girls (48 percent vs. 41 percent). 
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Table 4.5. WHO recommended IYCF indicators (core and optional), by program group* 

IYCF indicators 

A&T area 
(n = 2,027) 

Non-A&T area 
(n = 2,002) 

All 
(n = 4,029) 

Percent Percent Percent 

Core indicators    
Early initiation of breastfeeding (within 1 hour of birth) 58.8 58.1 58.5 
Exclusive breastfeeding among children under 6 months 18.9 17.8 18.4 
Continued breastfeeding at 1 year (12-15 months) 87.5* 73.8 80.7 
Introduction of solid, semi-solid, or soft food (between 6-8 months) 92.6 90.4 91.5 
Minimum diet diversity (≥ 4 food groups) 73.7 75.8 74.8 
Minimum meal frequency† 79.8 82.0 80.9 
Minimum acceptable diet‡ 56.4 57.5 57.0 
Consumption of iron-rich food§ 85.9 85.3 85.6 
Minimum meal frequency, acceptable diet and consumption of iron-rich food 54.8 56.7 55.8 

Optional indicators    
Continued breastfeeding at 2 years (20-23 months) 26.2 21.1 23.5 
Age-appropriate breastfeeding 44.5* 40.7 42.6 
Predominant breastfeeding among children under 6 months 43.7 45.9 44.7 
Duration of breastfeeding (median among children 0-36 m months) 16.8 14.9 16.5 
Bottlefeeding 29.9 30.0 30.0 

- 0 - 5.9 months 28.9 30.4 29.6 
- 6 - 11.9 months 37.8 39.2 38.5 
- 12 - 23.9 months 25.5 23.2 24.3 

Milk feeding frequency for non-BF (≥ 2 milk feedings/day) 75.0 83.1 79.4 

Notes: ** P < 0.001, * P < 0.05. 
* Full definition of IYCF indicators calculated based on WHO recommendation is in Annex Table A.4.1. 
† Minimum is defined as 2 times for breastfed infants 6–8 months; 3 times for breastfed children 9–23.9 months; 4 times for 
non-breastfed children 6–23.9 months. “Meals” include both meals and snacks and frequency is based on mother’s report. 
‡ Acceptable diet is defined as who had at least the minimum dietary diversity and the minimum meal frequency during the 
previous day. 
§ Iron-rich or iron-fortified foods include flesh foods, commercially fortified foods especially designed for infants and young 
children that contain iron, or foods fortified in the home with a micronutrient powder containing iron. 
 

Figure 4.12. Exclusive breastfeeding* and predominant breastfeeding†, by child age 

 

* Exclusive breastfeeding: Proportion of infants 0-5 months of age who are fed exclusively with breastmilk. 
† Predominant breastfeeding: Proportion infants 0–5 months of age who received breastmilk as the predominant source of 
nourishment during the previous day. Predominant breastfeeding “allows” ORS, vitamin, and/or mineral supplements, ritual 
fluids, water and water-based drinks, and fruit juice. Other liquids, including non-human milks and food-based fluids, are not 
allowed, and no semi-solid or solid foods are allowed. 
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Bottlefeeding and baby formula feeding 

Bottlefeeding was relatively high; nearly a third of all infants below the age of 6 months were bottle fed 
(Table 4.6). No difference was found between A&T and non-A&T group. This rate is consistent with the 
26 percent reported in 2005 NIN annual surveillance (10). As discussed earlier, infant formula was 
introduced as early as immediately after birth or during the first 3 days of life when the mother thought 
her milk had not yet come, or was not enough for her infant. Table 4.7 shows baby formula feeding by 
age and program groups. More than 11 percent of infants were fed baby formula in the first month of 
age, and this increased to 21-27 percent at 2-4 months, and up to 40 percent in the fifth month of age. 

Table 4.6. WHO recommended IYCF indicators (core and optional), by gender* 

IYCF indicators 

Boys 
(n = 2,122) 

Girls 
(n = 1,906) 

All 
(n = 4,028) 

Percent Percent Percent 

Core indicators    
Early initiation of breastfeeding (within 1 hour of birth) 57.8 59.3 58.5 
Exclusive breastfeeding among children under 6 months 19.2 17.4 18.4 
Continued breastfeeding at 1 year (12-15 months) 80.2 81.3 80.7 
Introduction of solid, semi-solid, or soft food (between 6-8 months) 89.3 94.3 91.5 
Minimum diet diversity (≥ 4 food groups) 75.6 73.8 74.8 
Minimum meal frequency† 81.4 80.3 80.9 
Minimum acceptable diet‡ 58.1 55.7 57.0 
Consumption of iron-rich food§ 85.2 85.9 85.6 
Minimum meal frequency, acceptable diet and consumption of iron-rich food 56.7 54.7 55.8 

Optional indicators    
Continued breastfeeding at 2 years (20-23 months) 27.8 18.9 23.5 
Age-appropriate breastfeeding 43.7 41.4 42.6 
Predominant breastfeeding among children under 6 months 48.0* 41.1 44.7 
Duration of breastfeeding (median among children 0-36 months)   16.5 
Bottlefeeding 30.2 29.7 30.0 

- 0 - 5.9 months 30.2 29.0 29.6 
- 6 - 11.9 months 38.4 38.6 38.5 
- 12 - 23.9 months 24.6 23.9 24.3 

Milk feeding frequency for non-BF (≥ 2 milk feedings/day) 80.6 78.3 79.4 

Notes: ** P < 0.001, * P < 0.05. 
* Full definition of IYCF indicators calculated based on WHO recommendation is in Annex Table A.4.1. 
† Minimum is defined as 2 times for breastfed infants 6–8 months; 3 times for breastfed children 9–23.9 months; 4 times for 
non-breastfed children 6–23.9 months. “Meals” include both meals and snacks and frequency is based on mother’s report. 
‡ Acceptable diet is defined as who had at least the minimum dietary diversity and the minimum meal frequency during the 
previous day. 
§ Iron-rich or iron-fortified foods include flesh foods, commercially fortified foods especially designed for infants and young 
children that contain iron, or foods fortified in the home with a micronutrient powder containing iron. 

 

Complementary feeding: Timing, diet diversity, feeding frequency 

Solid, semi-solid, or soft food was fed to more than 90 percent of the infants in the 6-8.9 months age-
group (which is the right age window within which to ensure that children are consuming 
complementary foods). The coverage of minimum dietary diversity was 75 percent. Minimum meal 
frequency was met by approximately 81 percent and a minimum acceptable diet by approximately 57 
percent. Iron-rich foods were consumed by 85.6 percent (Table 4.6). No difference between A&T and 
non-A&T groups was noted for these indicators.  
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Table 4.7. Baby formula feeding, by age and program group 

Age groups 

A&T area 
(n = 2,027) 

Non-A&T area 
(n = 2,002) 

All 
(n = 4,029) 

Percent Percent Percent 

< 1 month 18.2 4.6 11.4 
1 - 1.9 months 24.3 17.9 21.3 
2 – 2.9 months 22.5 25.6 24.1 
3 – 3.9 months 27.0 28.6 27.8 
4 – 4.9 months 29.4 24.7 27.2 
5 – 5.9 months 39.8 38.1 39.0 
6 – 8.9 months 32.0* 43.9 37.7 
9 – 11.9 months 37.4 38.0 37.7 
12 – 14.9 months 37.0 37.2 37.1 
15 – 17.9 months 32.5 35.1 33.8 
18 – 20.9 months 38.4 29.9 33.8 
21 – 23.9 months 25.0 34.9 30.4 

 

Tables 4.8a and 4.8b depict the consumption of food from seven food groups: grains, dairy, flesh food, 
eggs, vitamin A fruits and vegetables, other fruits and vegetables, and legumes for children 6-23.9 
months of age. While grains were commonly offered to children between 6-23.9 months of age (more 
than 90 percent), other food groups were given to children at a much lower rate; about a quarter of 
infants received legumes and eggs and 85 percent of infants received flesh food between 6-23.9 months 
of age. Fewer children in the 6-8 months age group had received some of the food groups, but overall, it 
appears that in this sample, mothers do start introducing a variety of foods at the appropriate time. 
Ensuring that a larger number of mothers are able to introduce all food groups in the 6-8 months age 
group will be important for A&T.  

Table 4.8a. Food groups consumed in the past 24 hours, by children 6-8 months old 

 
A&T area Non-A&T area All 

 
(n = 122) (n = 114) (n = 236) 

Food groups Percent Percent Percent 

Grains, roots, and tubers 94.3 91.2 92.8 
Legumes and nuts 23.8 29.0 26.3 
Dairy (milk, yogurt, cheese) 49.2 60.5 54.7 
Animal foods (meat, fish, poultry and liver/organ meats) 67.2 64.0 65.7 
Eggs 27.9 22.8 25.4 
Vitamin A-rich fruits and vegetables 55.7 53.5 54.7 
Other fruits and vegetables 32.0 24.6 28.4 

 

Table 4.8b. Food groups consumed in the past 24 hours, by children 6-23.9 months old 

 
A&T area Non-A&T area All 

 
(n = ) (n = ) (n = 1,094) 

Food groups Percent Percent Percent 

Grains, roots, and tubers 96.5 95.1 95.8 
Legumes and nuts 28.7 27.8 28.2 
Dairy (milk, yogurt, cheese) 71.1 75.5 73.3 
Animal foods (meat, fish, poultry and liver/organ meats) 85.1 84.4 84.7 
Eggs 29.6 27.5 28.5 
Vitamin A-rich fruits and vegetables 75.4 76.7 76.1 
Other fruits and vegetables 54.2 51.8 53.0 
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Table 4.9 presents the timeliness of introduction of complementary foods based on recall of the age of 
introduction of different foods for the entire sample. A majority of mothers reported giving water to 
their children prior to 6 months (89.7 percent). Rice, bread, and other cereals were also commonly fed 
to infants before 6 months (57.7 percent), followed by other non-breastmilk liquid (43.1 percent). The 
proportion of appropriate introduction of other kinds of food ranges from 9.6 percent for water to 51.3 
percent for semi-solid food. 

Table 4.9. Timeliness of introduction of complementary foods 

Complementary foods Early introduction* Timely introduction† Late introduction‡ 

 (percent) 
Water 89.7 9.6 0.7 
Other non-breastmilk liquids 43.1 35.0 22.0 
Cow/goat milk 29.8 25.8 44.4 
Bot, rice gruel, etc. 57.7 39.4 2.9 
Semi-solid foods 16.8 51.3 31.9 
Solid foods 2.9 12.0 85.0 
Fish 17.2 43.1 39.7 
Meat (chicken, pork, beef…) 23.0 48.6 28.3 
Eggs 26.8 46.8 26.4 
Legumes 21.7 45.7 32.6 
Green vegetables 26.5 49.0 24.5 
Snack foods (chips) 6.1 24.4 69.5 

* Introduction of complementary food before 6 months.  
† Introduction of complementary food between 6 – 8.9 months. 
‡ Introduction of complementary food after 9 months. 

 

The WHO recommendation is to initiate complementary foods gradually, increasing the frequency in 
two-month intervals starting at twice or thrice a day between 6-8.9 months. By 24 months, 
complementary feeding is recommended to be offered 3-4 times a day along with snacks once or twice 
a day as the child’s eating pattern starts to resemble more of a regular eating pattern (11). This 
recommendation is met by our breastfed children with average meal frequency of 2.4 for 6-8.9 months, 
2.8 for 9-11.9 months, and 2.9 for 12-23.9 months (Table 4.10). For non-breastfed children, most 
mothers reported feeding the same number of main meals and snacks as breastfed children, therefore 
not meeting the recommendation of adequate meal frequency, since non-breastfed children should be 
fed an additional 1-2 meals a day. 

Additional data on assistance provided to the child while feeding and feeding during illness are included 
in Annex Tables A4.2-A4.4.  
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Table 4.10. Reported age of introduction of different complementary foods and meal frequency, by 
program group 

 

A&T area 
(n = 2,027) 

Non-A&T area 
(n = 2,002) 

All 
(n = 4,029) 

Mean SD Median Mean SD Median Mean SD Median 

Mean of age introduction of the following complementary 
foods (months)          

Water  2.0 2.3 1.0 1.9 2.4 1.0 2.0 2.3 1.0 
Other non-breastmilk liquids 6.8 5.4 6.0 6.8 5.3 6.0 6.8 5.4 6.0 
Cow/Goat milk  9.2 7.0 8.0 9.2 7.4 7.0 9.2 7.2 7.0 
Bot, rice gruel, etc.  5.0 2.2 5.0 5.1 2.7 5.0 5.1 2.5 5.0 
Semi-solid foods  8.0 3.4 7.0 8.0 3.5 7.0 8.0 3.5 7.0 
Solid foods  13.8 6.0 12.0 14.2 6.2 12.0 14.0 9.0 12.0 
Fish  8.9 4.7 8.0 9.1 5.1 7.0 9.0 4.9 8.0 
Meat (chicken, pork, beef…)  7.9 4.1 7.0 8.0 4.5 7.0 7.9 4.2 7.0 
Eggs  7.6 4.2 6.0 7.9 4.8 6.0 7.7 4.5 6.0 
Legumes  8.5 5.2 7.0 8.9 5.8 7.0 8.7 5.5 7.0 
Green vegetables  7.7 5.0 6.0 7.8 4.8 6.0 7.8 4.9 6.0 
Snack foods (chips)  12.1 6.2 12.0 12.1 6.3 12.0 12.1 6.2 12.0 

Number of meals and snacks for breastfed children*          
Meals and snacks/day for a 6-8.9 months old child 

(n = 236)  2.4 1.0 3 2.4 1.1 3 2.4 1.1 3 
Meals and snacks/day for a 9-11.9 months old child 

(n = 224)  2.8 1.0 3 2.8 1.1 3 2.8 1.1 3 
Meals and snacks/day for a 12-23.9 months old child 

(n = 634)  2.8 0.9 3 2.9 1.1 3 2.9 1.0 3 
Number of meals and snacks for non-breastfed children†          

Meals and snacks/day for a 6-8.9 months old child 
(n = 10)  3.5** 0.5 3.5 3.0 1.4 3 3.4 0.7 3.5 

Meals and snacks/day for a 9-11.9 months old child 
(n = 19)  2.7 1.6 3 3.4 0.5 3 3.0 1.2 3 

Meals and snacks/day for a 12-23.9 months old child 
(n = 324)  3.1 1.1 3 3.0 1.0 3 3.1 1.1 3 

Notes: ** P < 0.001, * P < 0.05. 
* Adequate frequency of meal and snack for breastfed children

 
: 6-8.9 months, 2-3 meals and 1-2 snacks per day; 9-11.9 

months, 3-4 meals and 1-2 snacks per day; 12-23.9 months, 3-4 meals and 1-2 snacks per day. 
† Adequate frequency of meal and snack for non-breastfed children: give 1-2 additional meals per day. 
 

4.5. Summary 

The results of the baseline survey indicate that stunting is at 24 percent among children 24-59.9 months 
in the evaluation communes overall. There were no differences between the A&T and non-A&T groups 
for most of the child nutrition indicators, either analyzing as HAZ, WAZ, and WHZ, or the prevalence of 
stunting, underweight, and wasting, with the exception of the 24-59 months age group (with slight 
differences for mean WAZ, WHZ, and for underweight prevalence). Rapid declines in all three 
anthropometric indicators start as early as in the first few months of life, and undernutrition rates 
dramatically increased over the first 24 months of life, reinforcing the importance of focusing 
interventions during the critical period to stem the increase in undernutrition. 
 
No statistically significant differences were found for core IYCF indicators between A&T and non-A&T 
areas except for continued breastfeeding at one year, which was slightly higher in A&T areas. The rates 
of early initiation of breastfeeding and overall rates of EBF were low. EBF in the first 6 months of life is 
disrupted by early introduction of water and other solid/semi-solid food. Other concerns include the 
quality and dietary diversity of foods given to children from 6 to 24 of months of age. Even though some 
complementary practices are better compared to those observed in other countries, the proportion of 
children fed a minimum acceptable diet is still far from optimal. Overall, our results were similar to the 
results of NIN surveillance (2) and confirm many of the findings from previous formative research (9).
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5. Results: IYCF challenges and child-feeding knowledge 

In this chapter we highlight some additional aspects of IYCF that relate to maternal perceptions and 
knowledge. We used a variety of ways in which to capture perceptions and knowledge about IYCF, 
including a set of questions about IYCF problems that mothers might have faced, basic knowledge about 
nutrition and IYCF, and maternal awareness, trial, and adoption of a set of sentinel practices. Together, 
these provide deeper insights into the types of challenges A&T might face in using social and behavior 
change communication to shape norms and perceptions, improve knowledge, and shift practices.  

5.1. Variables 

Child-feeding difficulties and issues 

In order to characterize the issues and challenges the mother’s faced with IYCF practices, we asked the 
mothers several questions on feeding difficulties they encountered at different stages of their child’s 
life. These included questions such as what problems they had with breastfeeding when they started 
breastfeeding, what feeding problems they encountered when their child was 3-4 months old, and what 
are their challenges when they first started feeding their child complementary foods. In addition, we 
also asked if mothers sought help when they encountered issues with feeding their children and from 
whom they often sought help. Finally, we asked about current problems with child feeding that mothers 
were facing, and analyzed these data by child age. Together, this set of questions provides a clear 
picture of the types of common problems encountered by mothers that are likely to compromise efforts 
to improve IYCF practices.  

Child-feeding knowledge 

In our survey, we assessed mothers’ knowledge related to infant feeding practices, focusing on 
knowledge of ideal breastfeeding practices and appropriate introduction and feeding frequency of 
complementary foods. Specifically, in order to obtain knowledge about appropriate introduction of 
complementary foods, we asked mothers questions about their knowledge related to the introduction 
of 14 common kinds of food. Data on the age of introduction of individual food was then recoded based 
on current WHO guideline in two categories: appropriate introduction (between 6 and 8.9 months of 
age) and inappropriate introduction (either too early—before 6 months of age or too late—9 months or 
older. Knowledge of appropriate feeding frequency was assessed by asking six questions on maternal 
knowledge about frequency of feeding meals and snacks to children in three different age groups (6-8.9 
months, 9-11.9 months, and 12-23.9 months). The reported frequencies were then compared to the 
WHO recommendations for breastfed and non-breastfed children. This data were also combined to 
create an overall scale that assessed the knowledge of appropriate feeding frequency. 

Awareness, trial, and adoption of key practices 

We asked mothers questions about their awareness, trial, and adoption of a few key “sentinel” practices 
that are likely to be recommended by the A&T program3 in order to assess whether knowledge gets 
translated into the trial of new practices and whether behaviors that are tried are then sustained. In 
previous research on behavioral change communication (BCC) programs, data on these types of 
questions have helped to identify practice-specific facilitators and barriers.  

                                                           
3
 The behaviors asked here were decided based on discussions with the A&T program team on the types of IYCF practices that 

should be included in this module of the questionnaire.  
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5.2. Result: Breastfeeding challenges 

Overall, approximately 43 percent of mothers in our study reported having problems when they first 
started breastfeeding (Table 5.1). The most common issue was mothers’ notion that they did not have 
enough breastmilk (40.2 percent). This finding was consistent with results from other studies conducted 
in Viet Nam (12). Other issues included problems with their breast (21.5 percent), child not sucking well 
(14.2 percent), having a cesarean section (21 percent) or an episiotomy (12 percent). Although research 
has established that most women should be able to adequately produce and feed their infants (16, 17), 
this is not well recognized in Viet Nam. The belief that women may not be able to produce enough 
breastmilk to nourish their infants is one that appears deeply rooted in Vietnamese society (9).  

Table 5.1. Reported problems when beginning to breastfeed, by program group 

Variable 

A&T Area 
(n = 826) 

Non-A&T area 
(n = 902) 

All 
(n = 1728)* 

Percent Percent Percent 

Reported having concerns/difficulties  40.6 44.9 42.8 
Type of concerns/difficulties     

- Felt not enough breastmilk 41.7 38.9 40.2 
- Problems with breast 21.1 22.0 21.5 
- Child did not suck well 13.6 14.8 14.2 
- Cesarean section  20.6 20.8 20.7 
- Episiotomy 11.6 12.2 11.9 

Reported seeking help to address these concerns 73.2 72.3 72.7 
To whom mother seeks help     

- Mother/mother in-law of respondent 63.7 63.2 63.5 
- Other family member 33.6 32.8 33.2 
- Doctor 22.9 21.5 22.1 
- Nurse 9.5 11.5 10.5 
- TBA/village health worker/WU staff 0.7 0.8 0.7 
- Neighbor/friends 6.5 7.1 6.8 

Reported given suggestion for baby food/formula 37.3 34.8 36.0 

* Number of mothers who reported having concerns/difficulties. 

Over a third of women reported that it was suggested that they try baby food/formula when they had 
difficulty initially breastfeeding their child. No difference was seen in this between A&T and non-A&T 
areas. Almost three-quarters of women reporting that they had difficulties with breastfeeding also 
reported seeking help to address these issues. Of those who experienced difficulties, their family 
members were the people most frequently asked to help, with mothers/mothers-in-law being the most 
popular choices (63.5 percent), followed by other family members (33.2 percent). Health professionals 
such as doctors and nurses were also consulted (22 percent and 11 percent, respectively). These results 
suggested that educational messages should not only be presented to mothers, but also will need to be 
delivered to family members and health workers. 

At 3-4 months of age, only 13 percent of mothers reported having difficulties with breastfeeding (Table 
5.2) their children, with no differences in A&T and non-A&T area. Similar patterns were seen in the types 
of issues women had with breastfeeding—not having enough breastmilk (38 percent), problems with 
the breast and the child not sucking well (15 percent). Other less common issues with breastfeeding 
noted at this time period included the mother not having enough time to feed (7 percent) and 
experiencing cracked nipples (4 percent). Over half of all women with breastfeeding difficulties sought 
counsel on these issues from family members, and many women at this time frame in the child’s life 
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sought advice from healthcare professionals, specifically doctors (33.3 percent). Approximately 12 
percent sought help from nurses or neighbors/friends. No differences were found between A&T and 
non-A&T areas for all of these indicators except that more mothers in non-A&T area reported being 
advised to use baby food/formula more than in A&T areas (47 vs. 35 percent). These results confirm the 
above suggestions that interventions should target mothers, family members, and healthcare providers 
and are important components to aid in improvement of the EBF rate as well as tackling the cultural 
notion of mothers not being able to produce adequate milk. 

Table 5.2. Reported problems when breastfeeding later on (child 3-4 months), by program group 

Variable 

A&T area 
(n = 255) 

Non-A&T area 
(n = 257) 

All 
(n = 512)* 

Percent Percent Percent 

Reported having concerns/difficulties  12.8 12.8 12.8 
Type of concerns/difficulties     

- Felt not enough breastmilk 37.0 39.2 38.1 
- Problems with breast 14.0 16.9 15.4 
- Child did not suck well 12.8 18.0 15.4 
- Not enough time to feed 6.6 7.5 7.0 
- Cracked nipples 4.7 3.1 3.9 

Reported seeking help to address these concerns 61.5 63.1 62.3 
To whom mother seeks help     

- Mother/mother-in-law of respondent 51.9 53.4 52.7 
- Other family members 25.3 29.8 27.6 
- Doctors 33.6 33.1 33.3 
- Midwives/nurses 10.8 13.7 12.2 
- TBA/village health worker/WU staff 3.2 1.9 2.5 
- Neighbors/friends 11.4 13.0 12.2 

Reported given suggestion for baby food/formula 35.0* 46.9 41.1 

Notes: ** P < 0.001, * P < 0.05. 
* Number of mothers who reported having concerns/difficulties. 

5.3. Result: Complementary feeding challenges 

As infants transition to food other than breastmilk, mothers usually encounter some issues related to 
feeding. Table 5.3 highlights these concerns and captures where mothers go to seek out advice on these 
issues. More than 26 percent of mothers reported facing problems when introducing semi-solid/solid 
food to the infants. The most common concern was child refusal/spitting out of food (68 percent), 
followed by poor appetite (21.4 percent). Other issues included the child being sick (11 percent), 
mothers not having enough time to prepare or feed their child (2.9 percent), with a small percentage 
(0.9 percent) of mothers reporting not having enough resources to feed food to their infants that they 
would like to. The issues mothers encountered did not differ between A&T and non-A&T areas. 
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Table 5.3. Reported problems when beginning feeding semi-solid/solid foods, by program group 

Variable  

A&T area 
(n = 506) 

Non-A&T area 
(n = 544) 

All 
(n = 1050)* 

Percent Percent Percent 

Reported having concerns/difficulties  25.6 27.4 26.5 
Type of concerns/difficulties     

- Child refusal/spit out 67.6 68.0 67.8 
- Child sick 11.9 11.0 11.4 
- Child’s poor appetite 22.5 20.4 21.4 
- Mother does not have time to prepare/feed 3.8 2.0 2.9 
- Did not have resources to feed foods that mother 

wants 0.8 0.9 0.9 
Reported seeking help to address these concerns 52.2 52.2 52.2 
To whom mother seeks help    

- Mother/mother-in-law of respondent 48.5 50.7 49.6 
- Other family members 28.8 29.6 29.2 
- Doctors 24.2 24.7 24.5 
- Midwives/nurses 13.3 8.8 11.0 
- TBA/Village health worker/WU staff 0.8* 4.6 2.7 
- Neighbors/friends 14.4 10.6 12.4 

Notes: ** P < 0.001, * P < 0.05. 
* Number of mothers reported having concerns/difficulties. 

 

Over a half of all women sought help when they experienced difficulties the first time they tried feeding 
their child semi-solid/solid food. Overall, families, specifically mothers/mothers-in-law (50 percent), 
were consulted when concerns regarding feeding of semi-solid/solid food arose. A quarter of mothers 
asked for advice from doctors and another 11 percent from midwives/nurses.  

Table 5.4 presents current issues/challenges with IYCF practices. More than a quarter of mothers with 
children <6 months reported having problems, among them a child being sick is of most concern (50 
percent), followed by feeling that there is not enough breastmilk to feed children (13.3 percent). More 
mothers with older children reported having issues (44.2 percent for 6-23.9 months, and 37 percent for 
24-59.9 months), and the two main concerns were the child being sick and the child having a poor 
appetite. No differences were found for A&T and non-A&T areas. Similar to other reported challenges, 
many mothers sought help for these issues from respondents’ mothers/mother-in-law, family members, 
and doctors. 
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Table 5.4. Current problems with IYCF practices, by age and program group 

Variables 

0 – 5.9 months 6 – 11.9 months 12 – 23.9 months 
Percent Percent Percent  

A&T area 
 

(n = 122) 

Non-A&T 
area 

(n = 127) 

All 
 

(n = 249) 

A&T area 
 

(n = 101) 

Non-A&T 
area 

(n = 96) 

All 
 

(n = 197) 

A&T area 
 

(n = 133) 

Non-A&T 
area 

(n = 131) 

All 
 

(n = 264)* 

Reported having concerns/difficulties  25.0 27.6 26.3 42.4 43.2 42.8 46.5 43.8 45.3 
Type of concerns/difficulties           
- Problems with breast 6.6 6.3 6.4 2.0 2.1 2.0 1.5 0.8 1.1 
- Child did not suck well 8.2 11.0 9.6 3.0 4.2 3.6 0.8 1.5 1.1 
- Not able to breastfeed well 2.5 0.8 1.6 1.0 0.0 0.5 0.8 0.0 0.4 
- Not enough time to feed 5.7* 2.4 4.0 5.0 6.3 5.6 2.3 4.6 3.4 
- Cracked nipples 0.8 1.6 1.2 0.0 0.0 0.0 0.0 0.0 0.0 
- Felt not enough breastmilk 13.1 13.4 13.3 9.9 4.2 7.1 6.8* 0.8 3.8 
- Poor appetite 9.8 7.1 8.4 47.5 38.5 43.2 57.1 46.6 51.9 
- Child runs around too much 0.0 0.0 0.0 2.0 0.0 1.0 3.8* 7.63 5.7 
- Child did not like solid foods 0.0 1.6 0.8 2.0 1.0 1.5 4.5 3.1 3.8 
- Child sick 50.0 49.6 49.8 50.5 55.2 52.8 45.1 42.8 43.9 
- Others 6.6 9.4 7.9 7.6 9.5 8.5 9.1 10.4 9.7 

Reported seeking help to address these concerns 68.9* 80.3 74.7 63.4 72.9 68.0 61.7 68.7 65.2 

From whom mother seeks help           
- Mother/mother-in-law of respondent 44.1 45.1 44.6 34.4 38.6 36.6 24.4 31.1 27.9 
- Other family members 34.5* 22.6 28.0 20.3 30.0 25.4 28.1 22.2 25.0 
- Doctors 35.7 42.2 39.3 43.8 45.7 44.8 40.2 48.9 44.8 
- Midwives/nurses 13.1 18.6 16.1 15.6 17.4 16.4 18.3 26.7 22.7 
- TBA/village health worker/WU staff 2.4 2.0 2.2 0.0 0.0 0.0 2.4 1.1 1.7 
- Neighbors/friends 8.3 11.8 10.2 9.4 18.6 14.8 7.3 13.3 10.5 

Reported given suggestion for baby food/formula 22.6 16.7 19.4 26.6 31.4 29.1 30.5 34.4 32.6 

Notes: ** P < 0.001, * P < 0.05. 
* Number of mothers who reported having concerns/difficulties. 
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5.4. Result: Knowledge about IYCF practices 

Our assessment of the mothers’ knowledge regarding child feeding focused on several aspects, including 
knowledge and perception about breastfeeding, the duration of breastfeeding, the timing of 
introduction of various food and liquids, and the feeding frequency for children at different age groups. 
Since the meal frequency recommendation differs for breastfed and non-breastfed children, we 
calculated the number of meals and snacks for these children separately (Table 5.5). 

Table 5.5. Reported knowledge and perception about breastfeeding, by program group 

Proportion reported the following  

A&T area 
(n = 2,027) 

Non-A&T area 
(n = 2,002) 

All 
(n = 4,029) 

Percent Percent Percent 

Baby should be breastfed immediately or during first hours 
after birth  77.2 74.1 75.7 

Baby should be fed colostrum 77.0 75.5 76.3 
Small breast can produce milk 69.6 69.4 69.6 
Baby should be breastfed whenever he/she wants 41.4 39.8 40.6 
Mother should not give formula even when baby is not 

getting enough milk  22.0* 18.6 20.3 
Baby <6 months should not be given water in hot weather 9.3 7.3 8.3 
Baby <6 months should not be given water to clean mouth 

after breastfeeding 27.6 24.5 26.1 
Continuation of breastfeeding if the mother is pregnant 29.0 27.9 28.4 
Continuation of breastfeeding if the mother is ill 63.3 62.8 63.1 

 Mean SD Mean SD Mean SD 

Mean of scale knowledge and perception about 
breastfeeding (Range: 0 to 9) 4.2 1.6 4.0 1.5 4.1 1.5 

Notes: ** P < 0.001, * P < 0.05. 

Table 5.5 shows mothers’ knowledge and perception about breastfeeding. More than three-quarters of 
mothers understood that a baby should be breastfed immediately or during first hour after birth. 
Overall, 76 percent of mothers felt that colostrum should be offered to infants and 69 percent believed 
small breasts could produce adequate breastmilk. Those that believed that a baby should receive 
breastmilk whenever he or she wants it was 41 percent.  

Close to 80 percent of mothers thought their child should be given formula milk when she feels the baby 
is not getting enough breastmilk. This percentage is likely high due to the other very deep-rooted belief 
that Vietnamese women do not produce enough milk and so instead of increasing frequency of feeds or 
better nourishing the mother, often formula milk is seen to be offered. Additionally, 92 percent of 
mothers felt that water should be offered to infants less than 6 months in hot weather. Nearly three-
quarters (73.5 percent) of mothers believe in giving water to the child to clean their mouth after 
breastfeeding. This finding mirrored some of our findings from formative research which showed that 
providing water as a pre-lacteal was common in several communes in many part of Viet Nam (Thanh 
Hoa, Kontum, Dien Bien, and Vinh Long) (9).  

Sixty-three percent of mothers believed that mothers should continue breastfeeding despite being ill 
but only 28 percent believe that a mother should continue breastfeeding if she became pregnant again. 
Recommendations state that barring only a few contraindications (use of certain drugs, certain 
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metabolic conditions, infections, and breast cancer), women are perfectly capable of producing and 
safely feeding their infants (13).  

Table 5.6 reports the proportion of mothers who understand and have knowledge of timely introduction 
(at 6 -8.9 months of age) of complementary foods to their children. Many thought that they should 
introduce complementary foods either too early (before 6 months) or too late (later than 9 m) 
compared to what is considered appropriate. As discussed earlier, a majority of mothers reported that 
they believed they should give water to their children prior to 6 m (85.5 percent). Rice, bread, and other 
cereals were also commonly fed to infants before 6 months (45 percent). The proportion of appropriate 
introduction of other kinds of food ranges from 33 percent for snack food to 60 percent for different 
kind of vegetables. On average, 6.7 (out of 14) food items were introduced at the appropriate time with 
no difference between A&T and non-A&T areas. 

Table 5.6. Reported knowledge about timely introduction of complementary food 

Complementary food 
Early* 

percent 
Timely† 
percent 

Late‡ 
percent 

- Water 85.5 13.8 0.8 
- Rice, bread, etc. 45.5 51.8 2.7 
- Legume 27.0 57.5 15.6 
- Green leafy vegetables 27.0 58.9 14.1 
- Orange-fleshed vegetables 23.3 60.5 16.2 
- Ripe papaya or mango 14.9 47.1 38.0 
- Bananas 14.3 47.4 38.3 
- Meat: beef, mutton, etc. 22.1 59.6 18.3 
- Chicken, duck, other poultry 17.4 52.8 29.9 
- Fish ( all types) 17.6 55.9 26.5 
- Eggs 24.1 57.1 18.8 
- Peanuts, groundnuts, other nuts 11.2 39.3 49.5 
- Milk (cow, goat or powdered) 38.4 36.2 25.4 
- Purchased snack food 8.7 33.5 57.8 

 A&T area 
(n = 2,027) 

Non-A&T area 
(n = 2,002) 

All 
(n = 4,029) 

 Mean SD Mean SD Mean SD 

Mean of scale appropriate of introduction of 
complementary food (range: 0 to 14) 

6.8 4.0 6.6 4.1 6.7 4.1 

* Early: Introduction of complementary food before 6 months. 
† Timely: Introduction of complementary food between 6 – 8.9 months. 
‡ Late: Introduction of complementary food after 9 months. 

 

Figure 5.1 further illustrated the comparison of reported knowledge to the actual practice of timely 
introduction of selected foods. The figure clearly shows that the percentage of mothers having correct 
knowledge on timely introduction of food is significantly higher than the actual practices. 
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Figure 5.1. Comparison of reported knowledge to the actual practice of timely introduction of selected 
foods 

 

 

There was a large variability in the responses to questions about the knowledge of introduction of 
different liquids and food (Table 5.7). On average, mothers thought that water should be given to 
children at 4.3 months, rice and other cereals at 5.6 months, and other foods at a later age. No 
difference were found for A&T and non-A&T areas. 

Exposure to knowledge on optimal feeding practices (Table 5.8) appeared relatively high with some 
certain key messages, specifically with certain messages such as a “baby should be breastfed 
immediately after birth” (70 percent in A&T area vs. 74 percent in non-A&T area; significantly different); 
“wash hands with water and soap before preparing/feeding child” (81 percent in A&T area vs. 83 
percent in non-A&T area; significantly different); and “feeding eggs, meat, fish, and other animal source 
food after 6 months” (68 percent overall). Conversely, only a little over a third of the overall population 
claimed to have been exposed to other important messages, such as “no pre-lacteals,” “not giving child 
any water or liquid up to 6 months,” and “feeding mashed family food after 6 months.” Approximately 
41 percent of mothers had heard of ways to feed their child better or how to feed their child when they 
were sick, and less than half of the study population had heard that it was a good practice to feed their 
child an extra meal/food after an illness. In our study population, only 55 percent reported to being 
exposed to the importance of feeding only breastmilk to their child prior to 6 months—this is a crucial 
gap in knowledge that needs to be filled.  
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Table 5.7. Reported knowledge of age to introduce complementary food and meal frequency, by 
program group 

 

A&T area 
(n = 2,027) 

Non-A&T area 
(n = 2,002) 

All 
(n = 4,029) 

Mean SD Median Mean SD Median  Mean SD Median  

Mean of age introduction of the following 
complementary foods (months) 

  
 

  
 

  
 

- Water 2.8 2.0 2.0 2.7 2.0 2.0 2.8 2.0 2.0 
- Rice, bread, noodle, etc. 5.3 1.5 6.0 5.3 1.6 6.0 5.3 1.6 6.0 
- Legume 6.5 2.3 6.0 6.7 2.4 6.0 6.6 2.4 6.0 
- Green leafy vegetables 6.5 2.1 6.0 6.5 2.3 6.0 6.5 2.2 6.0 
- Orange-fleshed vegetables 6.7 2.2 6.0 6.8 2.3 6.0 6.7 2.2 6.0 
- Ripe papaya or mango 8.0 2.7 8.0 8.1 2.7 8.0 8.0 2.7 8.0 
- Bananas 8.0 2.7 8.0 8.2 2.7 8.0 8.1 2.7 8.0 
- Meat: beef, pork 6.8 2.3 6.0 6.9 2.4 6.0 6.9 2.3 6.0 
- Chicken, duck, other poultry 7.5 2.6 7.0 7.6 2.7 7.0 7.6 2.6 7.0 
- Fish ( all types) 7.5 2.5 7.0 7.4 2.5 7.0 7.4 2.5 7.0 
- Eggs 6.7 2.3 6.0 6.9 2.5 6.0 6.8 2.4 6.0 
- Peanuts, groundnuts, other nuts 8.8 2.9 8.0 8.8 2.9 8.0 8.8 2.9 8.0 
- Milk (cow, goat, or powdered) 6.5 3.5 6.0 6.4 3.5 6.0 6.4 3.4 6.0 

- Purchased snack food 9.2 2.7 10.0 9.4 2.8 10.0 9.3 2.8 10.0 

Age until when a child should be continue 
breastfed (months) 

20.2 4.8 22.0 20.4 4.8 24.0 20.3 4.8 24.0 

Number of meals and snacks for breastfed 
children*

          

- Meals/day for a 6-8.9 months old child 2.7 0.7 3.0 2.6 0.6 3.0 2.7 0.7 3.0 

- Snacks/day for a 6-8.9 months old child 1.5 1.3 2.0 1.6 1.2 2.0 1.6 1.2 2.0 
- Meals/day for a 9-11.9 months old child 2.9 0.6 3.0 2.9 0.6 3.0 2.9 0.6 3.0 
- Snacks/day for a 9-11.9 months old child 1.9 1.3 2.0 2.0 1.3 2.0 1.9 1.3 2.0 
- Meals/day for a 12-23.9 months old child 3.0 0.7 3.0 3.0 0.7 3.0 3.0 0.7 3.0 
- Snacks/day for a 12-23.9 months old child 2.1 1.4 2.0 2.1 1.4 2.0 2.1 1.4 2.0 
Number of meals and snacks for non-

breastfed children†
          

- Meals/day for a 6-8.9 months old child 2.7 0.8 3.0 2.7 0.6 3.0 2.7 0.7 3.0 
- Snacks/day for a 6-8.9 months old child 1.5 1.1 2.0 1.6 1.1 2.0 1.6 1.1 2.0 
- Meals/day for a 9-11.9 months old child 2.9 0.7 3.0 2.8 0.6 3.0 2.9 0.6 3.0 
- Snacks/day for a 9-11.9 months old child 1.8 1.2 2.0 1.8 1.1 2.0 1.8 1.2 2.0 
- Meals/day for a 12-23.9 months old child 2.9 0.6 3.0 2.9 0.5 3.0 2.9 0.6 3.0 
- Snacks/day for a 12-23.9 months old child 1.9 1.4 2.0 1.9 1.3 2.0 1.9 1.3 2.0 

* Adequate frequency of meal and snack for breastfed children
 
: 6-8.9 months: 2-3 meals, 1-2 snacks per day; 9-11.9 months: 3-

4 meals, 1-2 snacks per day; 12-23.9 months: 3-4 meals, 1-2 snacks per day. 
† Adequate frequency of meal and snack for non-breastfed children

 
: give in addition 1-2 extra meals per day. 
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Table 5.8. Exposure to knowledge about IYCF, by program group 

Proportion reported ever having heard of the following in the past 
one year 

A&T Area 
(n = 2,027) 

Non-A&T Area 
(n = 2,002) 

All 
(n = 4,029) 

Percent Percent Percent 

Baby should be breastfed immediately after birth 70.0* 74.1* 72.1 
Give the colostrum soon after birth 51.4 52.6 52.0 
No pre-lacteals  33.0 32.3 32.7 
Feed only breastmilk up to 6 months 55.9 54.8 55.4 
Not giving child any water or liquid up to 6 months 33.7 32.5 33.1 
How to hold baby at the breastfeeding so he/she can breastfeed easily 59.7 61.9 60.8 
How to put the baby’s mouth at the breast so he/she can feed easily 52.7 54.8 53.7 
Emptying one breast before giving to the other side 52.3* 56.0* 54.2 
Feeding mashed family food after 6 months 37.2 39.4 38.1 
Feeding eggs, meat, fish, and other animal source food after 6 months 67.5 68.9 68.2 
Cooking children’s food with oil (or adding oil to children’s food) 65.9* 69.3* 67.6 
Adding Sprinkles to the child’s food 4.5 5.3 4.9 
Washing hands with water and soap before prep/feeding child 80.9* 83.3* 82.1 
How to help your child eat better 41.0 41.7 41.3 
How to feed your child when he/she is sick 40.6 42.4 41.5 
Feeding the child an extra meal/food after illness 45.7 48.5 47.1 

Notes: ** P < 0.001, * P < 0.05. 
 

5.5. Results: Awareness, trial, and adoption of key IYCF practices 

Table 5.9 presents the proportion of women who ever heard, ever tried, and adopted some key 
messages of feeding children. We asked mothers about 7 practices that the A&T program was likely to 
want to promote; these practices were chosen through discussion with the program teams. 

Among women who had ever heard the IYCF messages, more than 70 percent had tried the practices at 
least once, except for leaving behind expressed milk (33 percent). The proportion of women who 
adopted the practices, i.e., did them many times, among those who ever tried, varied from 46 percent 
for feeding children mashed fruits to more than 90 percent for most of the other practices. 

The levels of awareness about the sentinel practices ranged from 22.3 percent of mothers who had 
heard of leaving behind expressed breastmilk when leaving home to 84 percent who had heard of 
adding vegetables to porridges. The sources that contributed to maternal knowledge and awareness of 
these IYCF practices are shown in Table 5.10. For most of the practices asked about, the common 
sources were parents/parents in-law of respondents, friends or neighbor, doctors, and TV. 

Figure 5.2 depicts the drop-off from awareness to trial and more sustained practice/adoption (did it 
“many times”). The most notable finding here is that for all practices we asked about, the gap between 
awareness and trial is much larger than that between trial and adoption. The data suggest that once 
women have tried a practice, there is little drop-off, and then they are able to do it more frequently. 
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Table 5.9. Awareness, trial, and adoption of key IYCF practices 

Practice 

Ever heard 
Ever tried among those ever 

heard Adopted among those ever tried 

Percent Percent Percent 

A&T area 
(n = 2,027) 

Non-A&T 
area 

(n = 2,002) 
All 

(n = 4,029) A&T area 

Non-A&T 
area All 

A&T 
area 

Non-A&T 
area All 

Leaving behind expressed breastmilk when 
leave the house 

22.3* 26.5 24.4 38.4* 29.0 33.3 57.2 58.4 57.8 

Adding vegetables to child’s gruel/porridge 84.4 85.6 85.0 82.5* 85.4 83.9 96.7 96.2 96.4 
Feeding baby mashed foods from family food  41.2 40.9 41.0 77.1 76.6 76.9 96.6 94.7 95.7 
Preparing special foods like mashed meat/fish 56.4 59.8 58.1 78.4* 81.5 80.0 95.3 95.3 95.3 
Feeding child extra meal after they recovered 

from illness 
41.1 43.6 42.3 86.4 85.7 86.0 NA NA NA 

Feeding child vitamin and mineral supplements  38.0 38.8 38.4 71.5 69.7 70.6 90.6 89.7 90.2 
Feeding your child mashed fruit 66.4* 70.9 68.6 70.6 74.0 72.4 43.9 48.3 46.0 

Notes: ** P < 0.001, * P < 0.05. 

 

Table 5.10. Sources of information for key IYCF practices 

 

Leaving behind 
expressed 

breastmilk when 
leave the house 

Adding 
vegetables to 

child’s 
gruel/porridge 

Feeding baby 
mashed foods 

from family 
food 

Preparing 
special foods 
like mashed 

meat/fish 

Feeding child 
extra meal after 
they recovered 

from illness 

Feeding child 
vitamin and 

mineral 
supplements 

Feeding your 
child 

mashed fruit 

 Percent Percent Percent Percent Percent Percent Percent 

Father/mother or father/mother-
in-law of respondent 

25.9 32.7 42.8 34.2 38.1 19.5 27.1 

Other family member 12.2 18.2 20.5 16.7 17.9 10.8 19.9 
Friend/neighbor 37.6 31.8 34.2 31.6 23.6 18.6 35.8 
Hamlet health worker 4.3 8.9 6.4 7.0 8.2 12.6 6.9 
Nurse/doctor 18.0 33.4 22.7 26.8 40.4 47.3 25.1 
Radio 3.1 3.3 2.1 3.1 2.4 4.0 3.9 
TV 16.7 26.1 14.2 20.9 14.1 24.3 28.1 
Religious leader 0.1 0.2 0.1 0.3 0.1 0.1 0.1 
Women Union 0.7 2.3 1.6 1.8 1.3 1.3 2.1 
Health Center 1.1 2.2 1.3 1.9 1.6 2.3 1.5 
Other  15.6 16.6 13.0 17.0 8.4 14.9 17.4 
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Figure 5.2. Awareness, trial, and adoption of key IYCF practices 

 

The recommendations most commonly adopted in this study population is the addition of vegetables to 
their child’s gruel/porridge (69 percent) followed by feeding mashed fruits and protein-rich food such as 
mashed meat/fish (46 percent and 44 percent, respectively. For expressing breastmilk, not only was 
awareness low, but the drop-off from awareness to trial was much larger than for other practices (< 5 
percent).  

Subsequent analyses with these variables will be focused on understanding better the factors that 
translate awareness into trial. There will be strong emphasis on looking across all these stages in the 
process evaluation as well. 

5.6. Summary  

Several challenges in IYCF practices were found at different stages of children’s lives. For breastfeeding, 
the most common challenges were pre-lacteals being offered to the baby immediately after birth (56 
percent), mothers’ notion that they did not have enough breastmilk when they first started 
breastfeeding the baby (40.2 percent), and even later on when the baby was 3-4 months of age (38.1 
percent). Formula is frequently used in pre-lacteal and early age, calling for special attention to reduce 
this. Mothers/mothers-in-law, or family members play an important role in providing support for 
breastfeeding mothers, as well as taking care of and feeding babies. Healthcare providers are the second 
most important source of information; mothers often sought their help if they encountered challenges 
in feeding. These results suggest that interventions should not only target the child’s mother, but also 
family members and healthcare providers.  

The main challenge in complementary feeding includes early introduction of complementary foods with 
more than half of children being fed with rice or cereals before six months of age. The frequency of 
feeding for non-breastfed children does not meet recommendations as most mothers reported that, 
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based on their knowledge, they should feed the same number of main meals and snacks to breastfed 
and non-breastfed children. These are crucial gaps in knowledge that need to be filled. 

Despite there being relatively high awareness, adoption of optimal IYCF practices in Viet Nam is still low. 
It is important to bridge this gap.  
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6. Results: Use of A&T platforms—Health system, markets, and media 
 

6.1. Variables 

In Viet Nam, CHCs are part of the decentralized health system and are supposed to provide easy access 
to people living in the communes and in the more remote areas of the country. A&T services are to be 
provided through these CHCs, including counseling services, support groups, etc.  

In order to assess the potential of CHCs for the A&T platform, we asked several questions about the 
access to health centers, the services received, the satisfaction with these services, and the willingness 
to pay for services. We also asked questions on services received at home or by VHWs. We also included 
a variety of questions in the survey instrument on access to media and markets. All characteristics were 
compared between A&T and non-A&T areas. 

6.2. Community/health system platform 

Table 6.1 shows that approximately 67 percent of respondents have visited CHCs twice in the past 3 
months with no differences between the A&T and non-A&T areas. The mean distance to CHCs was 1.8 
kilometers and average travel time to a CHC was 12 minutes. These results show that CHCs appear to be 
accessible to communes, and confirms A&T’s decision to use CHCs as the platform for establishment of 
their franchise.  

Table 6.1. Access to health service, by program group 

Access to health service 
A&T area 

(n = 2,027) 
Non-A&T area 

(n = 2,002) 
All 

(n = 4,029) 

Percent visit CHC during last 3 months 67.2 67.2 67.2 
Mean number of visit during last 3 months 2.2 ± 3.0 2.2 ± 2.1 2.2±2.6 
Average distance to CHC (km) 1.8 ± 1.8 1.9 ± 1.9 1.8 ± 1.8 
Traveling time to get to the CHC (minutes) 11.7 ± 8.3 11.8 ± 7.7 11.7 ± 8.0 
Receive communication materials when visited CHC 61.0 64.5 62.8 
Child was weighted during visit CHC 68.1 67.5 67.8 
Child was measured height during visit CHC 52.3 48.8 50.6 
Getting IYCF counseling when visit CHC 20.1 16.6 18.4 
Percent pay for nutrition counseling service 0.9 0.0 0.5 
Percent visited by village health workers  28.6 33.9 31.2 
Mean number of time in the last 3 months visited by 

village health workers 
2.0 ± 3.0 2.1 ± 3.6 2.1 ± 3.4 

Percent participated in group to discuss on child feeding 5.6 7.4 6.5 

 

Nutrition-specific services, such as anthropometry measurements, are already provided in these CHCs 
with 68 percent of children being weighed and 51 percent of children being measured for height. 
However, IYCF counseling is not provided with extensive coverage, with overall less than one-fifth of 
mothers receiving IYCF counseling upon CHC visits. Fees for nutrition services are almost nonexistent in 
this population because the government health insurance program covers children < 6 years old. This 
could pose a challenge for the program, given that the plan is to create sustainable, quality counseling 
services that may eventually need to charge a fee to continue to provide superior services to mothers 
and children. 
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About 70 percent of those women who consulted a health professional during pregnancy did so during 
their first trimester of pregnancy (Table 6.2). Average prenatal care visit was 4 times. Nearly two-thirds 
of pregnant women received nutrition counseling during pregnancy. A good majority (91 percent) took 
iron supplements during their pregnancy with average time using iron being 5 months. The use of 
prenatal care was similar for A&T and non-A&T areas. These data illustrate that health professionals are 
good channels for conveying behavior change messages and promoting good practices, such as the use 
of iron supplementation and prenatal preparation for breastfeeding. 

Table 6.2. Use of prenatal care, by program group 

Characteristic 

A&T area 
(n = 2,027) 

Non-A&T area 
(n = 2,002) 

All 
(n = 4,029) 

Percent Percent Percent 

Prenatal consultations during pregnancy     
- Did not consult anyone 16.3 17.0 16.6 
- Doctor 43.3 39.3 41.3 
- Midwife/nurse 45.7 40.6 43.2 
- TBA 0.1 0.3 0.2 
- Hamlet health worker/nutrition collaborator 8.8 10.5 9.6 
- Pharmacy  0.2 0.3 0.2 
- Husband  16.3 15.0 15.7 
- Mother/mother-in-law of respondent  42.6 42.6 42.6 
- Other family members 15.0 16.5 15.8 
- Relatives/friends 21.4 22.4 21.9 
- Women union staff/school teacher/religious leader  1.5* 3.1 2.3 
- Other  4.8 5.2 5.0 
Consult any skilled person 67.9* 63.8 65.9 
Consult any non-skilled person 32.1 36.2 34.1 
Number of prenatal visits to a health professional    
- 1 to 3 visits 54.6 57.4 56.0 
- 4 to 6 visits 30.5 31.3 30.9 
- 7+ visits 15.0* 11.3 13.2 
Stage of pregnancy at first visit to a health professional    
- First trimester of pregnant 75.1 76.4 75.7 
- Second trimester of pregnant 24.4 21.9 23.2 
- Third trimester of pregnant 0.5* 1.7 1.1 
Took iron pills when pregnant 91.9 90.7 91.3 
Experience night blindness when pregnant 4.4 5.7 5.0 
Received nutrition counseling during pregnancy 66.6 65.6 66.1 
Received breastfeeding counseling  63.4 63.9 63.7 

 Mean SD Mean SD Mean SD 

Number of prenatal visits to a health professional 4.1 3.0 4.0 2.7 3.9 2.4 

Months of pregnancy at first use of prenatal 
consultation 

2.9 1.2 2.9 1.3 2.9 1.3 

Average months of iron supplement intake 5.3 3.0 5.2 3.0 5.1 3.1 

Notes: ** P < 0.001, * P < 0.05. 

 

Overall, a very small percentage of women received no assistance during delivery (< 1 percent) (Table 
6.3). Nearly 80 percent of women received assistance from a midwife during delivery and 76 percent 
from a doctor. This demonstrates the significant role health professionals (specifically doctors and 
midwives) play during the delivery process for women in Viet Nam. The most common place of delivery 
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was a hospital/CHC, which was slightly different between A&T and non-A&T areas; this again highlights 
both easy access and high utilization of health services provided via CHCs. A very small percentage of 
women gave birth either at their home (3 percent) or someone else’s (0.11 percent). The receipt of 
vitamin A soon after birth was 36 percent. Three-quarters of all women received assistance with 
breastfeeding their child.  

Table 6.3. Assistance during delivery and postnatal care, by program group 

Characteristic 

A&T area 
(n = 2,027) 

Non-A& area 
(n = 2,002) 

All 
(n = 4,029) 

Percent Percent Percent 

Assistance during delivery    
- Doctor 76.9 75.3 76.1 
- Midwife 79.1 80.6 79.8 
- TBA 1.9 0.9 1.4 
- Hamlet health worker/nutrition 

collaborator/pharmacy 
0.5 0.4 0.4 

- Women Union staff 0.3 0.0 0.1 
- Husband  0.9 1.2 1.1 
- Mother/mother-in-law of respondent 36.7 44.8 40.7 
- Other family members 32.6 39.2 35.9 
- Neighbors/Friends/Relatives 14.0 17.7 15.8 
- No one 0.3 0.1 0.2 
- Other  0.2 0.1 0.1 
Consult any skilled person 96.8 98.2 97.5 
Consult any non-skilled person 3.2 1.8 2.5 
Place of delivery    
- Hospital/CHC 95.7** 97.9 96.8 
- Own home 4.3 1.9 3.1 
- Other home 0.1 0.2 0.1 
C- section during last delivery 17.3 18.1 17.7 
Received vitamin A supplement at birth or soon after 36.2 39.8 38.0 
Received help with breastfeeding 74.7 75.6 75.1 

Notes: ** P < 0.001, * P < 0.05. 

 

When being asked about the willingness to pay for IYCF services, 59 percent said they are willing to pay 
for breastfeeding counseling during prenatal care, half of the study population was willing to pay for 
breastfeeding counseling at the time of delivery at the CHC and fewer (47 percent) were willing to pay 
for EBF support/management at a CHC during the first 6 months of their child’s life (Table 6.4). No 
differences were found for A&T and non-A&T areas. The median that women were willing to pay was 
40,000 to 50,000 VND (US$2 to US$2.50) for private counseling sessions and 20,000 VND (US$1) for 
group counseling sessions. Results of willingness to pay for IYCF counseling at district and provincial 
levels are included in Annex Table A6.1. It is key to note that despite not ever paying for this kind of a 
service before, women were still willing to pay for IYCF counseling, provided high quality services were 
provided.  
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Table 6.4. Willingness to pay for IYCF counseling at the the CHC level, by program group 

Proportion of respondents willing to pay for IYCF service 

A&T area 
(n = 2,027) 

Non-A&T area 
(n = 2,002) 

All 
(n = 4,029) 

Percent Percent Percent 

Proportion of willingness to pay for IYCF service    
Any services 69.4 70.1 69.7 
Breastfeeding counselling during prenatal care  58.4 59.9 59.2 
Breastfeeding counselling at time of delivery  49.7 50.6 50.2 
EBF support/management in first 6 months  47.7 45.7 46.7 
Complementary feeding counselling/education  56.2 54.9 55.6 

 

Median 
(thousand VND)* 
(25-75 percentile) 

Median 
(thousand VND) 

(25-75 
percentile) 

Median 
(thousand VND) 

(25-75 percentile) 

Average cost willingness to pay for IYCF services    
Individual counselling     

Breastfeeding counselling during prenatal care  50 (20-50) 50 (20-50) 50 (20-50) 
Breastfeeding counselling at delivery time  47.5 (20-50) 40 (20-50) 40 (20-50) 
EBF support in first 6 months  40 (20-50) 50 (20-50) 50 (20-50) 
Complementary feeding counselling/education  40 (20-50) 40 (20-50) 40 (20-50) 

Group counselling    
Breastfeeding counselling during prenatal care  20 (10-50) 20 (10-50) 20 (10-50) 
EBF support in first 6 months  20 (10-50) 20 (12-50) 20 (10-50) 
Complementary feeding counselling/education  20 (10-50) 20 (10-50) 20 (10-50) 

* US$1 is equivalent to 20,000 VND. 

6.3. Exposure to media 

Overall, TV was the most popular mode of communication through which the study population was 
exposed. This main means of communication not only provided information on overall health messages 
targeted toward mothers and children, but also messages on nutrition and feeding (Table 6.5). Other 
common means of communication include poster/banner/board, local loudspeaker, and radio. Access 
information from internet/websites was only in 7 percent of the study population. Most of these 
accesses were similar for A&T versus non-A&T areas. More details on types of media 
watched/seen/heard and usual time for exposure to media are presented in Annex Figures A6.1-A6.5. 

The most common exposure to media in this study population was the television, with close to 99 
percent of respondents ever having watched or having access to one (Table 6.6). Furthermore, 70 
percent of the population watched television daily. Nearly 42 percent said they had ever had access to a 
radio and 8 percent said they listened to the radio every day. Only 10 percent of the study population 
reported ever having access to the internet with less than 3 percent reporting daily usage. There were 
no differences between A&T and non-A&T groups except the slight difference of frequency of listening 
to radio daily (8.4 vs. 7.8 percent). These data highlight that the television appears to be the most 
effective vehicle of communication in the context of Viet Nam when it comes to IYCF, as not only were 
the majority of people in the study used to receiving health messages via television, but also that a high 
majority had access to a television. Educational messages could be further supplemented by other 
communication channels. 
  



54 
 

Table 6.5. Exposure to information on health and nutrition 

Proportion of respondents exposure to 
information on health and nutrition  

A&T area 
(n = 2,027) 

Non-A&T area 
(n = 2,002) 

All 
(n = 4,029) 

Percent Percent Percent 

Ever heard/seen health message for women/child in: 
- Newspaper/magazine  44.2 47.2 45.6 
- Radio  33.2 34.9 34.1 
- TV  77.8 80.0 78.9 
- Poster/banner/board  40.6* 46.5 43.5 
- Local theatre  21.4 24.4 22.9 
- Local loudspeakers  35.4 40.4 37.9 
- Internet/websites  7.5 7.6 7.6 

Any source   84.3 86.9 85.6 
Heard/seen health message for women/child in the past 7 days in: 

- Newspaper/magazine  9.2 8.4 8.8 
- Radio  9.1 9.6 9.3 
- TV  28.1 29.7 28.9 
- Poster/banner/board  6.2 5.8 6.0 
- Local theatre  4.2 3.5 3.9 
- Local loudspeakers  9.8 10.5 10.2 
- Internet/websites  3.1 3.1 3.1 

Any source   35.9 37.1 36.5 
Ever heard/seen message on nutrition and feeding: 

- Newspaper/magazine  42.4 45.0 43.7 
- Radio  29.4 32.1 30.7 
- TV  77.5* 81.1 79.3 
- Poster/banner/board  43.4 47.7 45.5 
- Local theatre  19.9 22.5 21.2 
- Local loudspeakers  30.2 35.7 33.0 
- Internet/websites  6.9 7.4 7.2 

Any source   85.4 87.2 86.3 

Ever heard/seen message on nutrition/feeding for child in the past 7 days in: 
- Newspaper/magazine  8.8 9.0 8.9 
- Radio  7.4 8.5 7.9 
- TV  26.9 28.9 27.9 
- Poster/banner/board  6.5 6.0 6.3 
- Local theatre  4.0 3.2 3.6 
- Local loudspeakers  8.4 9.9 9.2 
- Internet/websites  3.2 3.1 3.1 

Any source   33.9 36.4 35.1 
Notes: ** P < 0.001, * P < 0.05. 
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Table 6.6. Exposure to media (TV, radio, internet), by program group 

Proportion of respondents exposure to media 

A&T area 
(n = 2,027) 

Non-A&T area 
(n = 2,002) 

All 
(n = 4,029) 

Percent Percent Percent 

Ever watch/listen/access to the following:   
- TV 98.7 98.9 98.8 
- Radio 39.5 44.4 41.9 
- Internet 9.5 10.2 9.9 

Frequency of watching TV:    
- Daily (7 days a week) 70.7 70.1 70.4 
- 2-6 days a week 19.5 20.1 19.8 
- Once a week 2.5 2.8 2.6 
- Once every 2 weeks 0.5 1.3 0.9 
- Once a month 0.2 0.4 0.3 
- Rarely 5.3 4.3 4.8 
- Never 1.3 1.1 1.2 

Frequency of listening to radio:    
- Daily (7 days a week) 8.4* 7.8 8.1 
- 2-6 days a week 7.5 7.0 7.2 
- Once a week 3.3 3.6 3.4 
- Once every 2 weeks 1.3 1.5 1.4 
- Once a month 1.1 1.6 1.3 
- Rarely 17.9 23.0 20.4 
- Never 60.5 55.6 58.1 

Frequency of accessing internet:    
- Daily (7 days a week) 2.8 2.4 2.6 
- 2-6 days a week 2.0 1.7 1.8 
- Once a week 1.5 1.4 1.5 
- Once every 2 weeks 0.4 0.5 0.4 
- Once a month 0.7 0.7 0.7 
- Rarely 2.2 3.7 2.9 
- Never 90.5 89.8 90.1 

Notes: ** P < 0.001, * P < 0.05. 

6.4. Access and use of markets 

Over a third (38 percent) of families purchase food from the retail market in their village and over a third 
(36 percent) purchase foods from wholesale markets (Table 6.7). Around a fifth do their food shopping 
in neighborhood shops or markets located in other villages. Mothers were most commonly responsible 
for food shopping for both the family’s meals (76 percent) as well as special food for the children (84 
percent). 16 percent of families had “someone else” do the food shopping. Quite frequently (69 
percent), special foods are purchased for the children of the house with the mean amount of money 
being 6-7 USD in the last 7 days. Markets seem to be quite accessible to most families, with the mean 
distance to the nearest market being 1.3 km or 11 minutes away using most common means of 
transportation. No differences were found for A&T and non-A&T areas. 

Overall, targeting mothers, who do most of the food shopping both for the family as well as special 
foods for children, appears to be most appropriate when providing education about appropriate foods 
to feed children as they transition from breastmilk to soft and semi-solid foods. Also focusing education 
on foods available in village retail and wholesale markets can be helpful as the majority of families can 
easily access these markets and purchase their food from there. Note, however, that mothers tend to 
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reach out to their families first for some of the most commonly encountered IYCF problems (insufficient 
milk, infant illness, poor appetite) and thus supporting mothers and families with strategies to address 
the problems they encounter will be key to intervention success. 

Table 6.7. Market access, by program group 

Proportion of respondents access to market 

A&T area 
(n = 2,027) 

Non-A&T area 
(n = 2,002) 

All 
(n = 4,029) 

Percent Percent Percent 

Types of market family purchased food from:  
- Neighborhood shop 19.7 19.0 19.3 
- Retail market in village 38.3 37.1 37.7 
- Wholesale market in village 36.4 35.6 36.0 
- Market in other village 21.4 21.0 21.2 

Who usually purchased food consumed by family:  
- Husband/partner 5.2 6.2 5.7 
- Self 76.3 76.0 76.2 
- Both 1.6 1.0 1.3 
- Someone else 16.8 16.8 16.8 

Any special foods purchased for child 67.9 70.8 69.3 
Who bought special foods for child:    

- Husband/partner 5.5 6.2 5.8 
- Self 83.5 84.4 84.0 
- Both 3.1 1.9 2.5 
- Someone else 7.9 7.4 7.7 

 Mean SD Mean SD Mean SD 

Distance to nearest market (km) 1.4 1.6 1.3 1.5 1.3 1.4 
Travelling time to nearest market (minutes) 10.8 8.3 10.7 8.2 10.6 8.2 
How much spent for special foods in last 7 days (VND) 129.2 118.0 128.5 113.1 127.9 108.2 
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7. Results: Child, mother, and household characteristics that influence IYCF 

and nutrition 

7.1. Variables 

Child characteristics:  

The survey questionnaires were designed to capture several characteristics related to child’s health and 
development including perceived health and appetite, illness symptoms, immunization status, and 
motor and language development. Many of these are characteristics that could influence intervention 
effectiveness. 

 Perceived health and appetite: A visual analogue scale was used to assess maternal perceptions 
of the child’s general health and appetite status.  

 Illness/morbidity symptoms: Survey respondents were asked whether their child had suffered 
from any of four common childhood illness symptoms (fever, cough/cold, fast 
breathing/shortness of breath, diarrhea) in the two weeks prior to the survey. These symptoms 
were then compared for different age groups between A&T and non-A&T areas. Questions were 
also asked about care-seeking for these symptoms, and feeding practices.  

 Immunization: Mothers were asked about the history of different immunizations. Data were 
entered in the questionnaire either by checking immunization cards or by asking mothers, in 
situations where the cards were not available. We report the percentage of children aged 12-23 
months who received specific vaccines at any time before the survey, by source of information 
(health card or maternal recall). 

 Motor and language development: Gross motor skills are an important part of the 
developmental process and the development typically starts very early in a newborn’s life (14). 
Stunting, and iron and iodine deficiency are among the top determinants of the global burden of 
suboptimal child development outcomes, and hence, interventions to improve nutritional status 
also have high potential to positively influence developmental outcomes. On the other hand, 
motor and language development also have the potential to influence child-feeding behaviors. 
Gross motor development was measured with 29 questions that gathered data on achieved 
milestones by asking mothers questions and/or observing the child’s abilities related to that 
milestone. The highest motor milestone that a child had achieved was recorded. For reporting, 
we chose 14 key motor milestones based on previous work (15) and calculated the mean and 
median age at which these motor milestones were achieved among children in the intervention 
and comparison areas. Language development was measured with 20 questions and the highest 
language milestone that a child had achieved was recorded. Similar to motor development, we 
calculated the mean and median age for attainment of each language milestone. Since the mean 
and median age for achievement of motor and language milestones were almost identical, we 
report only the mean age of attainment in this report.  

Mother characteristics:  

Maternal resources for care practices have the strong potential to influence the effectiveness of 
interventions such as those promoted by A&T. Thus, we gathered data on several mother characteristics 
that were important to ensure comparability across the intervention and comparison areas. These 
included socio-demographic characteristics of mothers, their nutritional status and physical health, 
mental stress, support with childcare and household tasks, women empowerment and decisionmaking 
power, and exposure to domestic violence.  
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 Nutritional status and physical health: Height and weight of mothers were measured twice 
during the survey, then were used to calculate body mass index (BMI). BMI was also categorized 
into three groups: underweight (BMI < 18.5); normal (BMI 18.5-24.9); and overweight (BMI 
≥ 25). The survey also included a question on self-perceived health status, using a visual 
analogue scale. 

 Women mental health status: Maternal mental distress was measured by the 20-item Self 
Reporting Questionnaire (SRQ20) (16); this instrument has acceptable levels of reliability and 
validity in Viet Nam (17). This 20-item tool is scored with 0 or 1, depending on responses related 
to perceived stresses over the past 30 days. The scores are added up to generate an overall SRQ-
20 scale, where higher scores denote higher levels of maternal distress. A cut-off of 7 was used 
to categorize the level of maternal mental distress into high and low, based on prior research in 
Viet Nam (19). Postpartum depression, which is known to affect breastfeeding behavior, was 
assessed using the Edinburgh Postnatal Depression Scale; the scores on this scale were also 
summed up such that a higher score denoted worse levels of postnatal depression. A cut-off of 
≥ 10 was used to indicate high postnatal depression score (18). Literature has shown that higher 
postpartum depression scores were associated with early cessation of EBF (19). Additionally, 
women who experience postpartum depression were twice as likely to interrupt breastfeeding 
(20). 

 Working condition and child arrangement: Working condition was captured by questions about 
the place of work (at home, near home, or far from home), the number of days and hours 
mother worked outside the home, and who takes care of the child when the mother is far away. 

 

Household characteristics:  

Household factors have substantial influence on IYCF practices and nutritional outcomes, and can 
significantly dampen or enhance the impact of behavioral interventions. For impact evaluation, ensuring 
that households in intervention and comparison areas are not substantially different is also important. It 
is particularly important to establish baseline differences on a variety of household factors, if any, and 
identify important factors to control for in impact-assessment analyses. With this in mind, we gathered 
data on household socioeconomic status, household food insecurity, household diet diversity, and 
household economic shocks in the baseline surveys.  

 Household socioeconomic status (SES): The baseline survey included data on a variety of 
variables that capture different domains of SES. These included data on the ownership of house 
and land, housing quality (e.g., house construction materials), and access to services (water, 
electricity, gas, and sanitation services). Household assets were measured by asking a number of 
questions on the possession of different types of durable goods, productive assets (e.g., 
agricultural tools), and small animals and livestock. The assets included in these three types of 
indices are presented in Annex Table A7.7. From this data, three types of indices were created: 

- Simple count indices. These indices consisted of a simple count of whether or not the 
households owned the assets listed (using Yes = 1 and No = 0). The three indices created 
are referred to as durable goods count, productive assets count, and livestock count. 

- Total number of assets. These indices were created by summing up the number of each 
asset owned by the households.  

 Household food insecurity: In this survey, household food insecurity was measured using 
FANTA/USAID’s Household Food Insecurity Access Scale (HFIAS) (21). HFIAS indicators are 
validated indicators that provide information about food insecurity on the household level with 
a specific focus on access-related characteristics of household food insecurity: behavior and 
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perceptions related to household food insecurity, anxiety and uncertainty, insufficient quality of 
intake, insufficient good intake and its consequences, prevalence, and the HFIAS score. All the 
questions are asked for a reference period of 30 days preceding the survey. 

 Household food dietary diversity: A validated set of 15 questions on consumption of different 
kinds of food groups (22) were used to ask if respondents or any of household members had 
eaten any of the food groups in the past 24 hours. The day before the immediately preceding 24 
hours was asked about if the day preceding the survey was a special day. These questions were 
then used to calculate the mean number of total food groups consumed by the household. Data 
were also used to categorize households into food diversity categories based on the number of 
the listed food groups each household consumed. Foods/food groups included in the survey 
ranged from high-protein foods (fish, eggs, meat) to cereals (noodles, rice) and foods high in 
vitamin A content (dark leafy greens) (23). Despite this method not allowing for estimations of 
how much (quantity) of these foods were consumed, it provides a good estimate of the quality 
of the diet (24). 

 
Subsequent sections of this chapter present the results comparing A&T and non-A&T areas on the 
various child, mother, and household characteristics. Detailed results not presented in the chapter are 
available in Annex Tables A7.1-A7.11.  

7.2. Results: Child characteristics 

Illness and morbidity 

The highest prevalence of child morbidity symptoms during the two weeks prior to the survey were 
cough/cold (30 percent), followed by fever (28 percent), although it is important to note that both of 
these illnesses are likely to overlap (Table 7.1). Diarrhea and shortness of breath were less common. 
Cough/colds appear to be experienced mostly by children in the 6-60 months category. The children in 
the age category 6-23.9 months were most at risk for fever and diarrhea (Figure 7.1).  

Table 7.1. Prevalence in child illness/morbidity symptoms in the previous two weeks, by program 
group 

Symptoms 

A&T area 
(n = 2,027) 

Non-A&T area 
(n = 2,002) 

All 
(n = 4,029) 

Percent Percent Percent 

Fever 27.2 28.3 27.8 
Cough/cold 29.6 29.6 29.6 
Fast breathing/shortness of breath  3.47* 5.4 4.4 
Diarrhea 8.8 9.5 9.1 

Notes: ** P < 0.001, * P < 0.05. 
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Figure 7.1. Prevalence of selected morbidity symptoms in previous two weeks, by age group 

 

 

Immunization and vitamin A use during last 6 months 

Table 7.2 describes child immunization status on the child’s health card or maternal recall (where the 
health card was not available). Overall, tuberculosis immunization (BCG) coverage was the highest at 
nearly 100 percent throughout A&T and non-A&T areas, according to both the health card and maternal 
recall. Coverage of other immunizations, such as polio, DPT, and measles, were also high, ranging from 
93 to 99 percent. The immunization coverage in our survey was consistent with findings in a 2008 WHO 
report (25). HiB vaccinations had only 26 percent coverage according to the health card and 54 percent 
according to the mother’s recall. Chicken-pox immunization coverage was very low at 1.5 percent 
according to the health card and 12.2 percent according to the mother’s recall. There was no difference 
between A&T and non-A&T areas.  

Approximately 74 percent of children were given vitamin A during the last six months and this rate was 
similar between A&T and non-A&T areas. 

Motor and language development  

Table 7.3 and Figure 7.2 present the age at attainment of selected gross motor milestones. The findings 
on the age at which children can be pulled to stand and sit with, or without, support are consistent with 
the age boundaries specified in a WHO motor development study for these milestones (26). The average 
age at which infants could stand alone was approximately 11 months compared to WHO milestones of 
6.9-16.9 months. At 8.5 months they were able to walk with assistance and at 13.5 months, on average, 
children in our sample were able to walk alone. These findings are also consistent with WHO milestones 
for these markers of development, which are 6-13.7 months for walking with assistance and 8.2-17.6 
months for walking alone (26). 
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Table 7.2. Child immunization status*, by source of information and program group 

 According to vaccination card According to mother’s recall 

Types of immunization 

A&T area 
(n = 202) 

Non-A&T 
area 

(n = 196) 
All 

(n = 398) 

A&T 
area 

(n = 103) 

Non-A&T 
area 

(n = 131) 
All 

(n = 234) 

Percent Percent Percent Percent Percent Percent 

Tuberculosis immunization 99.5 100.0 99.8 97.1 99.2 98.3 

Polio 1 99.0 99.5 99.2 96.0 98.5 97.4 

Polio 2 99.0 99.5 99.2 96.0 95.3 95.6 

Polio 3 96.5 97.4 97.0 94.1 91.1 92.6 

Immunization for diphtheria, 
pertussis, and tetanus DPT 1 

99.0 99.5 99.2 94.1 98.4 96.5 

DPT 2 97.5 99.5 98.5 97.0 97.7 97.4 

DPT 3 94.6 97.4 96.0 97.0 94.5 95.6 

Measles immunization  94.1 92.9 93.5 96.1 97.7 97.0 

Hepatitis B immunization 97.0 97.4 97.2 95.1 96.2 95.7 

HiB immunization  26.2 24.1 25.2 48.5 58.3 54.0 

Chicken pox immunization  0.5 2.6 1.5 11.8 12.6 12.2 

Full immunization (8 vaccines) 90.1 90.8 90.4 89.1 88.1 88.6 

Notes: ** P < 0.001, * P < 0.05. 
* Percentage of children age 12-23.9 months who received specific vaccines at any time before the survey. 

Table 7.3. Mean age (months) at attainment of selected motor milestones, by program group 

Mile stones Definition 

A&T area 
(n = 2,027) 

Non-A&T area 
(n = 2,002) 

All 
(n = 4,029) 

Mean SD Mean SD Mean SD 

Pull to sit Child is pulled to sitting position by another 
person 

2.8 1.6 2.8 0.9 2.8 1.4 

Creep1 Raises head and chest when lying on stomach 3.2 0.8 3.2 1.1 3.2 0.9 
Sit1 Sit with the support of leaning against an object 

or person 
5.1 5.1 4.7 1.4 4.9 3.9 

Sit  Sit without support 6.9 2.2 6.5 1.9 6.7 2 
All four Raise the tummy off the floor and support 

him/herself on the hands and feet or knees 
5.7 1.7 5.9 2.4 5.8 2.1 

Creep 2 When lying on stomach, with head and chest 
raised, child can move across the floor by 
using arms and legs; stomach remains on the 
floor 

5.9 1.8 6.4 4.9 6.1 3.6 

Crawl Child can crawl 8.4 2.5 8.4 3.3 8.4 2.6 
Stand 1 Child can stand if child hold on to something or 

someone 
7.6 2.6 7.2 3.0 7.4 2.8 

Walk 1 Child can walk when both hands are held 8.9 4.6 8.1 2.2 8.5 3.6 
Stand 2 Child can stand alone for a long time 10.4 1.4 11.1 1.5 10.7 1.5 
Walk 2 Child can take at least a few steps alone 13.4 3.2 13.6 2.3 13.5 2.8 
Run Child can run 16.1 3.1 18.3 5.1 17.0 4.1 
Stand on 
one foot  

Child stands on one foot without support for 
several seconds 

28.9 11.3 28.7 9.2 28.8 10.1 

Jump Child can jump with both feet 33.4 10.8 29.6 9.5 31.5 10.3 
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Figure 7.2. Selected motor milestone attainment, by age and program group 

 

 

There were no differences between the A&T and non-A&T areas in age of attainment of these 
milestones. Based on the WHO milestones for gross motor development, developed using data from a 
multicenter study in six countries worldwide, it appears that our study sample is well within the normal 
age range for motor development. In further analyses, we will examine the role of IYCF in relation to 
both anthropometric outcomes and motor development in this context.  

Language milestones are achieved by toddlers as neurological developments occur that begin to allow 
children to communicate thoughts, ideas, and feelings. Table 7.4 and Figure 7.3 illustrate the mean age 
to achieve selected language milestones. The language milestones achieved by infants in the A&T and 
non-A&T groups differed slightly only for certain language milestones, such as making sounds when 
playing alone, making sounds such as ma-ma, da-da, ba-ba, giving up something he is holding when it is 
asked for (4.2 vs. 3.8 months, 6.5 vs. 7.7 months, and 10.9 vs. 10.0 months, respectively).  

Making single syllable sounds (such as da, ma, ga) usually started at 6 months of age and the ability to 
imitate single syllable sounds started around 8.7 months of age. The ability to actually say a whole word, 
on average, began when the infant is approximately 11 months of age. This is appropriate as it is widely 
accepted that children will be able to say their first word by 12 months of age (27). At around 16.5 
months of age, infants seem to be able to point out to a corresponding object after hearing its name 
being said. Children in this survey were able to say 3, 6, and > 20 words at approximately 21, 27, and 30 
months, respectively. Again, the achievement of these milestones occurred at the appropriate age 
according to the American Speech and Hearing Association’s recommended language milestones (28).  
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Table 7.4. Mean age (months) at attainment of selected language milestones, by program group 

Milestone 

A&T area 
(n = 2,027) 

Non-A&T area 
(n = 2,002) 

All 
(n = 4,029) 

Mean SD Mean SD Mean SD 

Makes sounds in play when alone. 4.2* 3.6 3.8 2.1 4.0 3.0 
Makes sounds like da, ba, ga, ka, ma. 6.1 2.5 6.1 2.4 6.1 2.5 
Makes sounds like ma-ma, da-da, ba-ba. 6.5* 2.4 7.7 2.0 7.1 2.3 
Imitates single sounds like da, ba, ma, or repetitions. 8.5 2.8 8.8 4.0 8.7 3.4 
When s/he is holding something and I ask her/him to give it to 

me, s/he does. 
10.9* 4.0 10.0 3.9 10.4 3.9 

S/he can say one word. 11.8 7.9 10.4 5.9 11.3 7.1 
Waves bye-bye at the right time. 16.3 9.2 12.3 3.9 14.5 7.4 
S/he points and makes sounds when s/he wants something. 12.7 6.9 12.2 5.6 12.5 6.4 
If I ask her/him, s/he can point to a cat or a chicken. 16.2 6.2 16.7 6.9 16.5 6.5 
S/he can say 3 words. 22.4 7.0 21.2 8.5 21.6 7.8 
If I ask him/her, s/he can point to a person that is walking. 19.0 8.6 17.7 4.6 18.3 6.7 
S/he can say 6 words. 18.8 2.7 34.7 7.8 27.6 10.2 
S/he uses the words “me” and “you”. 21.5 9.1 21.7 7.6 21.6 8.4 
S/he is constantly asking the names of objects. 22.7 6.5 23.4 4.2 23.0 5.6 
S/he asks a lot of questions beginning “What”? “Where”? and 

“Who”? 
27.3 10.3 26.0 8.3 26.6 9.2 

S/he can say many words (20 or more). 31.9 6.9 28.7 7.9 30.4 7.4 
S/he uses plurals when s/he speaks. 30.7 8.7 32.9 7.2 31.8 8.0 
S/he can tell me what a knife is for. 34.5 9.3 34.2 9.4 34.4 9.3 
S/he can tell people her/his full name. 39.9 10.0 40.3 9.8 40.1 9.9 
S/he can tell me the opposite of the word “big.” 42.2 10.5 41.6 10.4 41.9 10.4 

Notes: ** P < 0.001, * P < 0.05. 

 

Figure 7.3. Selected language milestone attainment, by age and program group 
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7.3. Results: Mother characteristics 

Nutritional, physical, and mental health 

This section presents results on the various mother characteristics measured in the baseline survey. 
Table 7.5 presents women’s nutrition status and physical and mental well-being. To measure women’s 
nutritional status, Body Mass Index (BMI) was used and calculated by dividing the weight (in kilograms) 
by height squared (m2). BMI is classified in the following way: BMI < 18.5 was underweight, BMI 18.5-
24.9 was normal, and BMI ≥ 25 was overweight. The mean BMI of women in this population was 20.12. 
Despite the majority of the women having normal BMI (69 percent), 26 percent were underweight, 
which indicates a relatively high level of undernutrition. A low proportion of women (4.4 percent) were 
overweight in this sample. No difference was found for mother’s nutritional status between A&T and 
non-A&T areas. 

Table 7.5. Women’s nutritional status and physical and mental health, by program group 

Health status  

A&T area 
(n = 2,027) 

Non-A&T area 
(n = 2,027) 

All 
(n = 4,029) 

Percent Percent Percent 

Body Mass Index (kg/m
2
) categories     

- Underweight (< 18.5) 26.1 26.6 26.3 
- Normal (18.5-24.9) 70.0 69.3 69.3 

- Overweight (  25) 3.9 4.4 4.4 

Height     

- Maternal height (  145)  93.8 94.0 93.9 

- Maternal short stature (< 145cm) 6.2 6.0 6.1 
Mental distress     
-  High mental distress score (≥ 7) 30.2 32.1 31.2 
-  Low mental distress score (< 7) 69.8 67.9 68.9 
Postnatal depression (only for child age < 24 months)    
- High postnatal depression score (≥ 10) 24.8 27.9 26.4 
- Low postnatal depression score (< 10) 75.2 72.1 73.6 

 Mean SD Mean SD Mean SD 

Mean Body Mass Index (kg/m
2
) (range: 12.1 to 56.0) 20.1 2.5 20.1 2.6 20.1 2.5 

Mean height (range: 97.9 to 172.6) 152.9 5.2 153.1 5.4 153.0 5.3 
Scores on self health perception scale (visual analogue) 

(Range: 0 to 10) 
6.9 1.7 6.9 1.7 6.9 1.8 

Mental stress scale (Range: 0 to 20)*
 

4.8 4.5 5.0 4.5 4.9 4.5 
Postnatal depression scale (only for child age < 24 months) 

(Range: 0 to 30)†
 

6.1 4.8 6.5 5.0 6.3 4.9 

* Mental distress score was measured by WHO’s Self Reporting Questionnaire (SRQ 20). Each question of this 20-item score 
0-1, yielding total score of 20, with higher score mean more mental distress. 
† Postnatal depression was measured using the Edinburgh Postnatal Depression scale, which including 10 questions. Each 
question has score of 0-3, yielding a total score of 30 with the higher score meaning more depression. 

For maternal mental health, two indicators were utilized—mental distress and postnatal depression 
scores. Using the WHO’s Self Reporting Questionnaire (SRQ 20) with a cut-off of 7, 31 percent of women 
in our study sample had a high mental distress score. Thirteen percent of women reported high 
postnatal depression and 87 percent reported no postnatal depression (29). No difference was found for 
A&T and non-A&T areas. When looking at the maternal mental health indicators as continuous 
variables, it was noted that the mean score on the mental distress scale in the population was 4.9 (on a 
scale of 0-20) and the mean score on the postnatal depression scale was 6.3 (on a scale of 0-30). 
Detailed results for mental distress and postnatal depression are presented in Annex Tables A7.2 and 
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A7.3. The average score on the self health perception scale, which is based on a mother’s response of 
her perception of her health status on a scale of 1-10, was 6.87.  

In further analyses, we will explore the role of maternal mental health in relation to IYCF and nutrition, 
and examine implications of this for BCC interventions.  

Working conditions and childcare arrangements 

More than three-fourths of mothers do not work at home, and more than 90 percent of mothers have 
to leave their children with someone else when they go to work (Table 7.6). Most mothers leave the 
children with their grandparents (70 percent), and some leave them with other family members inside 
or outside households. This has the major program implication that the intervention should not only 
focus on mothers, but grandparents and other family members who take care and feed the children 
when mothers go to work. There was a slight difference between the A&T and non-A&T areas in the 
number of hours mothers need to be away from home due to work. 
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Table 7.6. Women’s working conditions and childcare arrangements, by program group 

Proportion reported the following  

A&T area 
(n = 2,027) 

Non-A&T area 
(n = 2,002) 

All 
(n = 4,029) 

Percent Percent Percent 

Workplace     
- At home  25.0 23.4 24.2 
- Near home 56.4 57.1 56.7 
- Far from home 17.8 18.7 18.3 
- All 0.8 0.9 0.8 

Number of days a week at work outside home    
- 1-2 days 4.7 8.7 6.7 
- 3-4 days 11.8 14,4 13.1 
- 5 days 18.6 19.4 19.0 
- 6 days 15.9 15.2 15.6 
- 7 days 49.0 42.3 45.6 

Number of hours away from home during work    
- 1-3 hours 10.0* 15.3 12.8 
- 4 hours 22.7* 29.6 26.3 
- 5-7 hours 21.2* 15.3 18.2 
- 8 hours 31.6* 24.7 28.0 
- 9-15 hours 14.5 15.1 14.8 

Leave or bring the child for work    
- Always brings with her 5.3 5.6 5.5 
- Always leaves with someone else 91.6 92.9 92.3 
- Both  0.9 0.6 0.8 
- Child plays with her/himself 2.2 0.9 1.5 

Leave or bring the child to market    
- Always brings with her 17.9 19.3 18.6 
- Always leaves with someone else 72.8 72.7 72.8 
- Both  7.2 6.7 6.9 
- Child plays with her/himself 2.1 1.3 1.7 

Days a week a child is left    
- 1-2 days 23.1 21.2 22.2 
- 3-4 days 22.0 21.1 21.5 
- 5-6 days 16.2 17.1 16.6 
- 7 days 38.6 40.7 39.7 

Who the child is left with    
- Grandparents 69.6 70.3 70.0 
- Housekeeper 0.1 0.1 0.1 
- Other family member inside household > 15 years 12.5 11.8 12.2 
- Other family member inside household < 15 years 5.8 5.4 5.6 
- Other family member outside household > 15 years 11.2 11.7 11.5 
- Other family member outside household < 15 years 0.7 0.6 0.7 

 Mean SD Mean SD Mean SD 

Number of days a week at work outside the home (Range: 1 to 7) 5.8* 1.5 5.5 1.7 5.6 1.6 
Number of hours away from home during work (Range: 1 to 15) 6.4* 2.5 6.0 2.8 6.2 2.7 
Days a week a child is left (Range: 1 to 7) 4.7 2.2 4.8 2.2 4.7 2.2 

Notes: ** P < 0.001, * P < 0.05. 
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Women empowerment 

Very few women (1-2 percent) have ownership of assets (land, house, or anima), but a majority of them 
(63-70 percent) possess these assets jointly with their husband (Table 7.7). Only a small proportion of 
women has the power to decide to sell things (less than 1 percent for house, land, or animal and 14 
percent for jewelry). However, most of them have the power to control purchasing food and other 
important items in the household.  

Table 7.7. Women’s ownership and control over assets, by program group 

Characteristic 

A&T area 
(n = 2,027) 

Non-A&T area 
(n = 2,002) 

All 
(n = 4,029) 

Percent Percent Percent 

Women’s ownership of assets 
  Owns alone    
    Land 1.4** 1.9 1.6 
    House where she lives 1.4* 1.7 1.5 
    Other house 0.2 0.4 0.3 
    Animals 1.0 1.0 1.0 
    Small animals 1.8 2.3 2.0 
    Gold jewelry 27.0 25.1 26.1 
  Possesses jointly    
    Land 59.3** 65.8 62.5 
    House where she lives 67.0* 72.0 69.5 
    Other house 7.0 7.8 7.4 
    Animals 29.8 30.1 29.9 
    Small animals 57.0 60.0 58.5 
    Gold jewelry 29.6 29.1 29.3 
Control over sale of assets (ability to sell assets owned 
alone if needed) (only includes those women who possess 
each of the assets alone) 

   

  Can sell land 0.9 0.6 0.7 
  Can sell own house 0.7 0.5 0.6 
  Can sell other house 0.2 0.2 0.2 
  Can sell animals 1.1 0.6 0.8 
  Can sell small animals 1.8 1.9 1.9 
  Can sell gold jewelry 13.6 13.7 13.6 
Control over purchase of:    
  Small amounts of food items 95.2* 94.8 95.0 
  Food items in bulk 83.9** 87.4 85.6 
  Clothes for self 98.3 98.8 98.5 
  Medicines for self 98.6 99.1 98.9 
  Toiletries for self 98.8 99.4 99.1 
  Clothes for children 98.9 99.1 99.0 
  Medicines for children 98.3 98.7 98.5 
  Special foods for children 91.6 92.8 92.2 
Have own money to use when needed 54.2 54.1 54.2 

Means of scales Mean SD Mean SD Mean SD 

  Ownership of assets (Range:  0 to 8) 0.4 0.6 0.4 0.7 0.4 0.7 
  Control over selling (Range: 0 to 8) 0.2 0.6 0.2 0.5 0.2 0.5 
  Control over purchasing (Range:  0 to 8) 7.6* 1.0 7.7 0.8 7.7 0.9 
  Control over HH decisionmaking (Range 0 to 12) 4.6 3.0 4.7 2.8 4.7 2.9 

Notes: ** P < 0.001, * P < 0.05. 

 
Communications between spouses are good overall. More than half of women get some support in 
childcare and in financial and materials support (Table 7.8). No differences were found between A&T 
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and non-A&T groups. Results on gender identity and domestic violence are presented in detail in Annex 
Tables A7.2-A7.5. 

Table 7.8. Social, emotional, and physical support available to the respondent, by program group 

Type of support 

A&T area 
(n = 2,027) 

Non-A&T area 
(n = 2,002) 

All 
(n = 4,029) 

Percent Percent Percent 

Emotional support 
  Communications with natal family    

- Never 0.4* 0.3 0.4 
- Once/year or less 1.0 1.0 1.0 
- Several time/year 5.6 5.8 5.7 
- Several times/month 8.3 11.1 9.7 
- Once per week 7.9 9.7 8.8 
- Several times/week 76.8 72.1 74.4 

  Respondent knows someone who she can talk to when sad 94.7 95.4 95.0 
  Financial and material support 

- A place to sleep at night 81.4 83.1 82.2 
- Lending money 89.1 89.9 89.5 
- Providing food 80.0 80.9 80.4 

Help with household chores and childcare 
- Cooking 60.6 62.7 61.7 
- Washing clothes 50.1 49.7 49.9 
- Fetching water 23.7 23.1 23.4 
- Fetching fuel 43.1 41.0 42.1 
- Cleaning the house 60.2 63.4 61.8 
- Caring for youngest child 68.4 71.2 69.8 
- Feeding youngest child 54.1 56.2 55.2 
- Bathing youngest child 55.4 58.6 57.0 
- Buying groceries to the market 50.0 53.8 51.9 

Community participation 
Participation in community discussions related to: 

- Community 56.6 57.0 56.8 
- Education 61.4 62.0 61.7 
- Health 60.3 60.7 60.5 
- Women’s issues 71.1 71.1 69.0 
- Receiving information on health and nutrition 64.9 64.9 65.1 
- Have benefited from a loan or microcredit program 24.3 23.5 23.9 
- Know projects for women to stat business 54.7 56.7 55.7 

Mean values of scales Mean SD Mean SD Mean SD 

Financial/material support (Range:  0 to 3) 2.5 0.8 2.5 0.8 2.5 0.8 
Overall help with household chores and childcare 

 (Range:  0 to 9) 4.7 3.1 4.8 3.0 4.7 3.1 
Childcare support (Range:  0 to 3) 1.8* 1.3 1.9 1.3 1.8 1.3 
Group membership and participation in community activities 

(Range:  0 to 7) 3.8 2.3 3.9 2.3 3.8 2.3 

Notes: ** P < 0.001, * P < 0.05. 

 

7.4. Results: Household characteristics 

Household economic status 

Table 7.9 presents data on home ownership and ownership of three different types of assets, as 
described previously: durable goods, productive assets, and livestock. Results on household construction 
and household assets are included in Annex Tables A7.6 and A7.7. More than half of households in our 
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sample owned their house, nearly three-quarters owned land, and 61 percent owned gardens. 
Households in both program groups owned, on average, 11 out of 30 possible types of durable goods, 
0.8 out of 6 types of productive assets, and 1.2 out of a possible maximum of 7 types of animals. 

Table 7.9. Household asset ownership, by program group 

Characteristic 

A&T area 
(n = 2,027) 

Non-A&T area 
(n = 2,002) 

All 
(n = 4,029) 

Percent Percent Percent 

Ownership of house 53.13 54.80 53.96 
Ownership of land 71.87 74.88 73.36 
Ownership of garden 62.06 59.67 60.87 
Durable goods count    

 0 – 4 2.1 2.1 2.1 
 5 – 9 25.8 23.1 24.5 
 10 - 14 55.0 56.7 55.9 
 15 – 19 15.7 17.2 16.5 

 ≥20 1.5 0.9 1.1 

Productive asset count    

 0 29.0 31.6 30.3 

 1 59.6 60.7 60.1 

 2 9.6* 6.9 8.3 

 3 1.3 0.9 1.1 

 4 - 6 0.5* 0.0 0.3 
Livestock count    

 0 25.7 22.5 24.1 

 1 24.9 27.4 26.2 

 2 27.0 27.5 27.3 

 3 17.7 18.2 17.9 

 4 4.2 4.0 4.1 

 5 - 7 0.4 0.4 0.4 

 Mean SD Mean SD Mean SD 

Durable goods count* (Range: 0 to 25) 11.4 3.4 11.5 3.3 11.4 3.4 
Total number of durable goods† (Range: 0 to 108) 17.3 8.4 17.6 8.4 17.4 8.4 
Productive assets count (Range: 0 to 6) 0.8 0.7 0.8 0.6 0.8 0.6 
Total number of productive assets (Range: 0 to 12) 0.9 0.8 0.8 0.7 0.9 0.8 
Livestock count (Range (Range: 0 to 7) 1.5 1.2 1.6 1.2 1.5 1.2 
Total number of livestock (Range: 0 to 626) 19.1 38.6 19.1 32.3 19.1 35.6 

Notes: ** P < 0.001, * P < 0.05. 
* Durable goods count is the index that consists of a simple count of whether or not the households owned the assets listed 
(using yes = 1 and no = 0). The productive assets count and livestock count are constructed the same way. 
† Total number of durable goods is, as its name implies, the total number of each asset owned by the households. The 
productive assets count and livestock count are constructed the same way. 

 
There were no differences between program groups in the asset count indices or in the total number of 
assets. When categorizing these assets, nearly a quarter of households owned 5-9 types of durable 
goods, 56 percent had 10-14 types of durable goods, and 16.5 percent owned 15-19 types of durable 
goods. More than half of households (60 percent) had one type of productive asset. Around one-quarter 
of households owned one or two types of livestock count. 

Table 7.10 presents data on access to services. Nearly all households had access to electricity (99 
percent). The main types of fuel used for cooking were natural gas (44.7 percent) and wood/straw (49.7 
percent). Nearly half of households had access to safe drinking water (28.4 percent with tubewell and 21 
percent with protected well). Thirteen percent of households did not have their own toilets, but have to 
share toilet facilities with others. Among those households with toilets, 38.3 percent owned sanitary 
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toilets with a flush, with a slight difference between A&T and non-A&T areas. Nineteen percent still used 
older traditional toilets (double-compartment) and 15 percent used open fields.  

Table 7.10. Household access to services, by program group 

 
A&T area 

(n = 2,027) 
Non-A&T area 

(n = 2,002) 
All 

(n = 4,029) 

Characteristics Percent Percent Percent 

Type of fuels used for cooking    
   Electricity 0.7 0.9 0.8 
   Natural gas 41.9** 47.5 44.7 
   Biogas 0.4 0.7 0.6 
   Charcoal 0.7 0.5 0.6 
   Wood/straw 53.2** 46.2 49.7 
   Animal dung 0.4 0.4 0.4 
   Others 2.6* 4.0 3.3 
Has electricity 99.1 99.2 99.2 
Water source (for drinking)    
  Household running water 6.0** 9.1 7.6 
  Public running water 0.1 0.1 0.1 
  Tubewell 32.1** 24.7 28.4 
  Protected well  19.8 22.3 21.0 
  Unprotected well 18.2 18.0 18.1 
  Protected pipe 0.7 0.5 0.6 
  Unprotected pipe 0.3* 1.3 0.8 
  Raining water 14.9 14.0 14.4 
  Pond/river/canal 2.2 1.7 1.9 
  Other 6.0* 8.4 7.2 
Shared toilet 12.8 13.3 13.1 
Toilet facility    
  Sanitary with flush

1 
38.6 38.1 38.3 

  Sanitary without flush
2 

2.7* 4.0 3.3 
  Double-compartment

3 
16.4** 22.1 19.3 

  Single-compartment  18.9** 14.4 16.7 
  Open field 15.8 14.2 15.1 
  Bed pan 0.4 0.4 0.4 
  Have no toilet 7.1 6.2 6.6 
  Pit  0.2* 0.6 0.4 
  Other 0.1 0.1 0.1 

Notes: ** P < 0.001, * P < 0.05. 
* Toilet that has flush button to wash out the feces. 
† Toilet that has to manually use water to wash out the feces. 
‡ Traditional Vietnamese toilet that has two compartments, one for current feces, the other for storing the old feces that will 
be used for cultivation. 

 

Household food security 

Table 7.11 presents data on household experiences related to food insecurity. Besides reporting each 
type of food insecurity experience separately, we also calculated the Household Food Insecurity Access 
Scale (HFIAS). The HFIAS score seeks to measure “the degree of food insecurity (access) in the household 
in the past four weeks” (21). This is a continuous variable and a score between 0-27 is calculated based 
on the sum of frequency of occurrence of various conditions. A high score indicates that the household 
is experiencing a higher degree of household insecurity compared to a lower score. In this context, the 
study population seems to have a relatively low degree of household food insecurity, with the average 
value on the HFIAS score being 2.1. There was no difference in HFIAS scores between A&T and non-A&T 
areas. 
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Table 7.11. Household experiences related to food insecurity, by program group 

Food-insecurity experience in the last 30 days 
A&T area 

(n = 2,027) 
Non-A&T area 

(n = 2,002) 
All 

(n = 4,029) 

Worried about not having enough food 32.0 33.1 32.6 
Unable to eat preferred foods 18.9 18.3 18.6 
Ate just a few kinds of food  19.7 18.8 19.3 
Ate food that one did not want to eat  16.3 17.7 17.0 
Ate smaller meal  8.6 10.1 9.4 
Ate fewer meals  5.5 6.4 6.0 
No food of any kind in the house  3.4 3.4 3.4 
Went to sleep at night hungry  0.8 1.1 0.9 
Spent a whole day without eating anything  0.5 0.4 0.4 
Mean (± SD) values on household food-insecurity scale 

(Range 0 to 27)*
 2.3 ±4.0 2.4 ±4.1 2.3 ±4.0 

Household food insecurity access category†
 

   
      Food secure 62.0 61.2 61.6 
      Mildly food insecure access 15.6 16.2 15.9 
      Moderately food insecure access 16.9 16.7 16.8 
      Severely food insecure access 5.5 6.1 5.8 
* Sum of the frequency-of-occurrence during the past four weeks for the nine food insecurity-related conditions. The higher the 
score, the more food insecurity (access) the household experienced. 
† Household food insecurity access categorizes households into four levels of household food insecurity: food secure, and 
mildly, moderately, and severely food insecure. A more detailed table to explain how these were categorized is in Annex Table 
A7.9. 

 
In addition, we also calculated the prevalence of household food insecurity based on guidelines 
developed by FANTA/USAID (21) and classified households as food secure, mildly food insecure, 
moderately food insecure, and severely food insecure (details of how we categorized the data are 
provided in Annex Table A7.9). Based on this classification, a majority of the households (61.6 percent) 
were food secure. Nearly 16 percent of this study population was mildly food insecure (very seldom 
worries about having enough food and sometimes is unable to eat special/preferred foods as opposed 
to a staple, simple diet), and another 17 percent was moderately food insecure (household sacrifices 
quality more frequently, by eating a monotonous diet or undesirable foods sometimes or often, and/or 
has started to cut back on quantity by reducing the size of meals or number of meals, rarely or 
sometimes). About 5-6 percent of households were classified as severely food insecure. There were no 
differences between intervention and comparison areas on these variables. 

Household food dietary diversity 

Using data from the Household Dietary Diversity Score instrument, we find that a majority of 
households consumed 8-11 food groups (59 percent) with no differences seen between A&T and non-
A&T areas (Table 7.12). Another 22 percent consumed more than 12 food groups. The mean value for 
household dietary diversity was 9.6, indicating moderately high dietary diversity within the households 
of the survey population. Details of food items consumed by household are presented in Annex Table 
A7.9. 
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Table 7.12. Household food dietary diversity*, by program group 

Food dietary diversity experience 
A&T area 

(n = 2,027) 
Non-A&T area 

(n = 2,002) 
All 

(n = 4,029) 

Mean values on household dietary diversity (SD) (range 0-15) 9.6±2.4 9.7±2.3 9.6±2.4 
Household food diversity category    
      0-3 food groups 0.7 0.7 0.7 
      4-7 food groups 18.9 16.6 17.8 
      8-11 food groups 57.6 60.6 59.1 
     12-15  food groups 22.7 22.1 22.4 

* Dietary diversity was based on reported consumption of foods in the previous 24 hours. 

Economic shocks 

Overall, most prevalent economic shocks among survey participants were disease/injury of a household 
member (26 percent) and loss of crops due to reasons other than floods (21 percent) (Table 7.13). 
Approximately 8 percent of households experienced loss of cattle or disease/injury among cattle, loss of 
crops due to floods, and damage to the house/productive assets. No difference was found between A&T 
and non-A&T areas. 

Table 7.13. Economic shocks, by program group 

Economic shocks in the past 12 months 

A&T area 
(n = 2,027) 

Non-A&T area 
(n = 2,002) 

All 
(n = 4,029) 

Percent Percent Percent 

Death of main income-earning household member 0.4 0.8 0.6 
Death of other income-earning household member 0.7 0.8 0.7 
Disease or injury of any member of household 25.6 25.6 25.6 
Loss of employment of any member of the household 3.5 4.9 4.1 
Divorced by husband/wife 0.2 0.5 0.3 
Loss of crop due to flood 7.7 8.5 8.1 
Loss of crop due to other reasons (drought, plant disease, 

insects, animals, etc.) 17.6 24.5 21.0 
Disease, injury, loss of cattle 7.6 9.3 8.4 
Damage to house or any productive assets (theft, fire, river 

erosion, cyclone, etc.)  6.9 9.3 8.1 
Theft/loss of household food stocks 1.0 1.4 1.2 
Bankruptcy of your business 0.1 0.0 0.0 
Conflict, dispute, legal problems 0.9 1.0 0.9 

 

Table 7.14 presents the effect of economic shocks by program group. The top three economic shocks 
with the largest negative impact on households were loss of employment of any household member 
(64.5 percent), loss of crops due to floods (60.5 percent), and damage to their houses/any productive 
assets (53.7 percent). Around half of the households experienced large negative effects from loss of 
their crops due to reasons other than floods. In other research, economic shocks experienced through a 
loss of crops has been associated negatively with child growth between the ages of 6-24 months (30). 

Small negative effects were also felt, predominantly from the death of income-earning household 
members (91.7 percent for the main income-earning member and 31 percent for other income-earners). 
Approximately a third of households experienced small negative effects from disease/injury of any 
household member (34 percent), loss of a crop due to flood (31 percent), loss of crops for reasons other 
than floods (38 percent), and disease/injury/loss of cattle (32 percent). Decrease in food availability, the 
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death of household members occurring prior to an infant’s birth, loss of crops, and loss of jobs have 
been seen to stagger linear growth (31). 

These contextual factors are important as A&T moves forward with its program. Economic shocks can 
severely undermine the impacts of other interventions in improving household behaviors, either by 
reducing financial resources available to households or by reducing time available for childcare and 
feeding if additional household members need to take on employment or increase hours of 
employment. Where the A&T program encounters mothers from households who have experienced 
severe economic shocks, it might be useful to consider providing information on available food 
assistance programs, microfinance institutions, and/or other social assistance programs to aid in 
buffering the effects of economic shocks experienced by households. For the evaluation, assessing 
changes in proportions of households affected by economic shocks at the endline will aid in 
interpretation of the results. 
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Table 7.14. Effect of economic shocks, by program group 

Variables 

A&T area Non-A&T area All 
Percent Percent Percent  

No 
effect 

Small 
negative 

effect 

Large 
negative 

effect 
No 

effect 

Small 
negative 

effect 

Large 
negative 

effect 
No 

effect 

Small 
negative 

effect 

Large 
negative 

effect 

Death of income-earning household member (n = 24)  11.1 88.9 0.0 6.7 93.3 0.0 8.3 91.7 0.0 

Death of other income-earning household member (n = 29) 35.7 21.4 42.9 20.0 40.0 40.0 27.6 31.0 41.4 

Disease or injury of any member of household (n = 1,032) 33.5 34.1 32.4 32.9 34.5 32.6 33.2 34.3 32.5 

Loss of employment of any member of the household (n = 166) 8.7 21.7 69.6 11.3 27.9 60.8 10.2 25.3 64.5 

Divorced by husband/wife (n = 12) 33.3 0.0 66.7 55.6 11.1 33.3 50.0 8.3 41.7 

Loss of crop due to flood (n = 324) 7.2 29.4 63.4 10.5 31.6 57.9 9.0 30.5 60.5 
Loss of crop due to other reasons (drought, disease, insects, animals, etc.) 

(n = 846) 10.7 39.4 49.9 11.2 37.7 51.0 11.0 38.4 50.6 

Disease, injury, loss of cattle (n = 340) 23.4 35.1 41.5 25.3 30.1 44.6 24.4 32.4 43.2 
Damage to house or any productive assets (theft, fire, river erosion, cyclone, 

etc.) (n = 326) 14.3 32.9 52.8 20.4 25.3 54.3 17.8 28.5 53.7 

Theft/loss of household food stocks (n = 48) 35.0 50.0 15.0 42.9 35.7 21.4 39.6 41.7 18.7 

Conflict, dispute, legal problems (n = 37) 33.3 22.2 44.5 36.8 15.8 47.4 35.1 18.9 46.0 
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8. Results: Community characteristics  

8.1. Variables 

A community questionnaire was administered to key community stakeholders to obtain information on key 
geographic characteristics, the presence of other organizations or support groups (e.g., Vietnan Women’s 
Union, youth union, farmer association, community kitchen, etc.), the availability and access to health and 
education services, and the government supported program in the community. Natural disasters that 
happened in the commune in the year preceding the survey were also asked about; results are presented in 
Annex Table A8.1. The community-level data were analyzed by comparing the characteristics of the A&T and 
non-A&T areas. 

8.2. Community characteristics 

The community characteristics with regard to population, race, and access are similar both in the A&T and 
non-A&T populations (Table 8.1). The overall estimated mean population in each group of the survey was 
7,322 with an average of 1,570 women of reproductive age and 108 pregnant women. The average number 
of children under 5 years was 495, with 202 of those children being under the age of 2. Approximately 13 
percent of the households possessed a card for “the poor,” allowing free access to healthcare services. The 
ethnic minority makeup of the communities surveyed was 8.5 percent. The average time taken to get to the 
district and province from these communities by the most common means of transport was 22 and 57 
minutes, respectively. 

Table 8.1. Community characteristics, by program group 

Characteristics 

A&T area 
(n = 20) 

Non-A&T area 
(n = 20) 

All 
(n = 40) 

Mean SD Mean SD Mean SD 

Numbers of villages 8.2 4.3 9.3 4.8 8.8 4.5 
Estimated population 7,311 2,768 7,332 2,773 7,322 2,734 
Estimated number of household 2,221 1,744 1,601 631 1,911 1,331 
Number of women in reproductive age (15-49 years) 1,605 847 1536 798 1,570 812 
Number of pregnant women 91 57 120 173 108 130 
Number of children under 5 years of age 490 197 500 178 495 185 
Number of children under 2 years of age 208 90 195 68 202 79 
Percent household with card for “the poor” 11.7 7.5 13.7 9.2 12.7 8.4 
Percent minority in the commune 7.3 16.8 9.6 20.1 8.5 18.3 
Distance to center of district (km) 7.7 7.6 7.2 6.2 7.4 6.8 
Time to get to district by most common means of transport 

(minutes) 20.0 10.9 23.2 13.3 21.6 12.2 

 

The social network is relatively strong in the studied communes (Table 8.2), with the presence of several 
social groups, such as Women Unions (in all communes), Youth Unions (39 out of 40 communes), the Farmer 
Association, and the Red Cross (all communes). It is important to note that mothers’ clubs exist in more than 
half of the communes (56 percent). These strong networks can be great opportunities for supporting the 
nutrition program as well as creating the demand for counseling services. 
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Table 8.2. Types of social groups available at the community level, by program group 

Characteristics 

A&T area 
(n = 20) 

Non-A&T area 
(n = 20) 

All 
(n = 40) 

Percent Percent Percent 

Social group    
Women Unions 100.0 100.0 100.0 
Youth Unions 100.0* 95.0 97.4 
Famers Associations 100.0 100.0 100.0 
Community kitchens 26.3 40.0 33.3 
Mothers’ club/IYCF group 63.2 50.0 56.4 
Religious groups 57.9 60.0 59.0 
Sports associations, sports clubs 73.7 80.0 76.9 
Vocational training groups 52.6 70.0 61.5 
Red Cross 100.0 100.0 100.0 
Elderly group 100.0 100.0 100.0 
Veteran associations 100.0 100.0 100.0 

Notes: ** P < 0.001, * P < 0.05. 

 

Every commune has one CHC. Most of them have a pharmacy, and about half of them have traditional 
medicine clinics and private clinics. Almost all the communes have an education facility for kindergarten, 
primary, and middle schools. No differences were found for A&T and non-A&T areas (Table 8.3). 

Table 8.3. Availability of health and education facilities in the community 

 

A&T area 
(n = 20) 

Non-A&T area 
(n = 20) 

All 
(n = 40) 

Percent Percent Percent 

Health facility    
Community health clinic 100.0 100.0 100.0 
Private clinic 42.1 45.0 43.6 
Traditional medicine clinic 47.4 55.0 51.3 
Pharmacy 94.7 95.0 94.9 
Satellite clinic (EPI) 5.3* 0.0 2.6 
Groups supported by NGO Health Centre  26.3 35.0 30.8 

Education facility    
Kindergarten 100.0* 95.0 97.4 
Primary school 100.0 100.0 100.0 
Middle school 89.5 95.0 92.3 
High school  33.3 22.2 27.8 
College 16.7 11.1 13.9 
Adult education/vocational facility 16.7 16.7 16.7 

Notes: ** P < 0.001, * P < 0.05. 

 
Several government-supported programs have been implemented in the community; among them, the most 
well-known are the Expanded Immunization Program (100 percent) and the Program for Energy and 
Malnutrition Control (PEMC) (92 percent). The government PEMC program has established a group 
counseling for IYCF, but their activities are not as often as expected (Table 8.4). 
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Table 8.4. Government-supported programs in the community 

Supported program 

A&T area 
(n = 20) 

Non-A&T area 
(n = 20) 

All 
(n = 40) 

Percent Percent Percent 

Free support food 52.6 35.0 43.6 
Program for Energy and Malnutrition Control (PEMC) 89.5 94.7 92.1 
Iron/folic acid supplementation 73.7 65.0 69.2 
Household food security 47.4 40.0 43.6 
Fortified complementary food 36.8 42.1 39.5 
Cash loan for women 100.0 100.0 100.0 
Clean water 79.0 60.0 69.2 
De-worming 84.2* 100.0 92.3 
Expanded Immunization Program 100.0 100.0 100.0 
Notes: ** P < 0.001, * P < 0.05. 
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9. Results: Frontline health workers and health facilities  

9.1. Variables 

The baseline survey for A&T included interviews with a variety of frontline health workers (FHWs) (including 
CHC staff and VHWs) to obtain information on their knowledge and attitudes related to IYCF practices, the 
training they had previously received on nutrition, their IYCF-related activities and time commitment, and 
their job motivation and satisfaction. 

For facility assessment, we interviewed the CHC leader to obtain information on the personnel at the facility, 
the services offered at the facility, and the types of fees charged for services. We also did facility 
observations to obtain information on different spaces in a facility, such as a waiting room, admission room, 
examination room, counseling room, etc. Based on this, additional information about equipment and 
materials in the counseling room was collected using predefined checklists. Results in this section are 
presented primarily for commune-level staff, since the commune is the main implementing body for the 
franchise model. Further results on village health workers are presented in Annex Tables A9.5-A9.8.  

9.2. Frontline health workers – Nutrition knowledge and work environment 

With regards to health worker knowledge in each of the IYCF areas, most of commune frontline health 
workers appeared to have a good knowledge of early initiation of BF (97 percent), offering colostrum (87 
percent) and felt that it was possible to produce adequate amounts of milk despite having small breasts (79 
percent) (Table 9.1).  

IYCF and nutrition knowledge on other topics, however, was only moderate. Gaps existed in knowledge 
about exclusivity of breastfeeding within the first 6 months. A fifth of health workers thought that offering 
formula was useful when mothers feel their children are not getting enough breastmilk, over 42 percent 
believed in offering water when the weather was hot, and only 56 percent believed in the appropriateness 
of leaving expressed breastmilk for a baby less that 6 months when the mother is not available. 
Furthermore, 37 percent believe that a mother needs to stop breastfeeding when she is pregnant and a 
small percentage (15 percent) believed mothers should stop breastfeeding if they were sick themselves. 
Approximately 79 percent understood how to introduce complementary foods in a timely fashion. No 
differences between the groups existed.  

Commune health workers believed that, on average, the meal frequency for a 6-9 and 9-12 month old was 
2.75 and 2.97, respectively—there were no differences between groups. Snack frequency appropriate for 6-
9 and 9-12 month olds was thought to be 2.15 and 2.20, respectively. 
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Table 9.1. Reported knowledge and attitude related to IYCF practices among commune frontline health 
workers 

IYCF and nutrition knowledge/perception 

A&T area 
(n = 92) 

Non-A&T area 
(n = 97) 

All 
(n = 189) 

Percent Percent Percent 

Baby should be breastfed immediately or during first hours after 
birth  100.0** 93.8 96.8 

Baby should be fed colostrum 84.8 90.7 87.8 
Even women with small breast can produce milk 78.3 83.0 80.7 
It is possible to produce enough milk when mother is not fed 

well 8.7 9.4 9.0 
Mother should continue breastfeeding if she is pregnant 60.0 64.2 62.2 
Mother should continue breastfeeding if she is ill 85.7 84.5 85.1 
Mother should leave breastmilk for baby (< 6 months) when she 

is away 46.7 42.3 44.4 
Mother should not give formula even when baby is not getting 

enough milk 79.4 80.4 79.9 
Baby <6 months should not be given water in hot weather 61.5 53.1 57.2 
Timely introduction of complementary food 78.3 80.0 79.1 

 Mean SD Mean SD Mean SD 

Mean scale of IYCF and nutrition knowledge (range: 0 to 10) 6.9 1.4 6.8 1.4 6.9 1.4 
Meal frequency for 6-9 month children  2.7 0.8 2.8 0.8 2.8 0.8 
Snack frequency for 6-9 month children 2.1 1.2 2.2 0.9 2.2 1.1 
Meal frequency for 9-12 month children 3.0 0.6 3.0 0.5 3.0 0.6 
Snack frequency for 9-12 month children 2.2 1.2 2.2 0.9 2.2 1.0 
Notes: ** P < 0.001, * P < 0.05. 

 

Tables 9.2 and 9.3 present results on commune frontline health worker motivation and satisfaction with 
work. Overall, the commune frontline health workers seem to enjoy their work (95 percent); they feel 
connected with the other health professionals they work with (97 percent) and well-supported (95 percent). 
Of added importance, 96 percent of all commune frontline health workers took pride in their job and few 
thought of leaving their job (3 percent). An interesting finding, however, was that only a third felt they were 
fairly paid for the work they did. Given that so few of them actually think of leaving their job, recognition 
and positive reinforcement both from the government and community as well as training commune health 
workers could help to ensure that quality services are provided to members of the communities they work 
in. Also, it could be worthwhile, considering the role of small monetary incentives, such as annual bonuses 
or a moderate increase in wages to ensure the provision of quality service, given that overall motivation 
seems to be high. 

Commune health workers also seem, on the whole, to feel like they are contributing to the improvement of 
community health (99 percent) and feel valued by the community (80 percent). However, despite a good 
majority (82 percent) feeling like they receive adequate training to perform their jobs, only 52 percent felt 
they received refresher training as needed. Again, salary satisfaction was low, with only a third being 
satisfied with salary received for the current job held, despite having job stability (86 percent). A little over a 
half of the commune health workers surveyed (56 percent) were satisfied with their job. There were no 
differences between A&T and non-A&T areas. 
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Table 9.2. Job motivation among commune frontline health workers 

Job motivation 

A&T area 
(n = 92) 

Non-A&T area 
(n = 97) 

All 
(n = 189) 

Percent Percent Percent 

Always Often Sometimes Rarely Never Always Often Sometimes Rarely Never Always Often Sometimes Rarely Never 

Positive attitudes                
Feel like enjoying the work 76.1 18.5 3.3 1.1 0.0 75.0 24.0 1.0 0.0 0.0 75.5 21.3 2.1 0.5 0.0 

Feel like you are very connected with 
other frontline health worker 

71.7 25.0 2.2 0.0 1.1 75.0 24.0 1.0 0.0 0.0 73.4 24.5 1.6 0.0 0.5 

Feel well-supported by the other 
frontline health worker 

58.7 37.0 4.4 0.0 0.0 60.4 32.3 5.2 1.0 0.0 59.6 34.6 4.8 0.5 0.0 

Feel that you get enough help if needed 48.9 34.8 15.2 1.1 0.0 60.4 32.3 7.3 0.0 0.0 54.8 33.5 11.2 0.5 0.0 

Feel proud of current job 76.1 19.6 2.2 0.0 2.2 72.9 20.8 5.2 0.0 1.0 74.5 20.2 3.7 0.0 1.6 

Fairly paid for the work 17.4 17.4 14.1 9.8 37.0 11.5 14.6 14.6 21.9 34.4 14.4 16.0 14.4 16.0 35.6 

Negative attitudes 
               

Feel that you are responsible for more 
work than others 

35.0* 13.0 18.5 2.2 22.8 32.3 30.2 11.5 5.2 17.7 34.0 21.8 14.9 3.7 20.2 

Feel overwhelmed with too many 
activities 

3.3 8.7 32.6 10.9 44.6 6.3 10.4 32.3 16.7 33.3 4.8 9.6 32.5 13.8 38.8 

Not willing to spend extra effort on CHCs 
unless being rewarded for it in some 
way 

4.4 6.5 8.7 1.1 76.1 3.1 4.2 11.5 7.3 72.9 3.7 5.3 10.1 4.3 74.5 

Notes: ** P < 0.001, * P < 0.05. 
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Table 9.3. Job satisfaction among commune frontline health workers 

Job satisfaction 

A&T area 
(n = 92) 

Non-A&T area 
(n = 97) 

All 
(n = 189) 

Percent Percent Percent 

Strongly 
agree Agree 

Agree 
some-
what Disagree 

Strongly 
disagree 

Strongly 
agree Agree 

Agree 
some-
what Disagree 

Strongly 
disagree 

Strongly 
agree Agree 

Agree 
some-
what Disagree 

Strongly 
disagree 

Contributing to improve community 
health 

38.0* 60.9 1.1 0.0 0.0 34.0 55.7 9.3 1.0 0.0 36.0 52.8 5.3 0.5 0.0 

Receiving adequate training 27.2 55.4 6.5 6.5 3.3 30.9 49.5 5.2 13.4 1.0 29.1 52.4 5.3 10.1 2.1 

Receiving refresher training as needed 14.1 38.0 18.5 21.7 6.5 16.5 43.3 11.3 26.8 2.1 15.3 40.7 14.8 24.3 4.2 

Personally involvement in current job 52.2 45.7 1.1 0.0 0.0 44.3 48.5 6.2 1.0 0.0 48.2 47.1 3.7 0.5 0.0 

Have a lot of pressure with this job 14.1 27.2 22.8 30.4 4.4 12.4 26.8 29.9 25.8 5.2 13.2 27.0 26.5 28.0 4.8 

Motivated by job and enjoy the work 32.6 54.4 9.8 2.2 0.0 20.6 59.8 15.5 3.1 0.0 26.5 57.1 12.7 2.7 0.0 

Feel appreciated by program 
management 

29.4 63.0 7.6 0.0 0.0 18.6 63.9 14.4 3.1 0.0 23.8 63.5 11.1 1.6 0.0 

Salary satisfaction compared to other 
similar job 

8.7 27.2 18.5 33.7 10.9 4.1 29.9 18.6 35.1 11.3 6.4 28.6 18.5 34.4 11.1 

Salary satisfaction for current job 7.6 22.8 20.7 35.9 12.0 3.1 28.9 19.6 32.0 14.4 5.3 25.9 20.1 33.9 13.2 

Secure about job stability 28.3 57.6 7.6 5.4 0.0 28.9 56.7 7.2 5.2 2.1 28.6 57.1 7.4 5.3 1.1 

Valued by community 31.5 47.8 15.2 2.2 0.0 20.6 59.8 17.5 0.0 0.0 25.9 54.0 16.4 1.1 0.0 

Notes: ** P < 0.001, * P < 0.05.



82 
 

Overall, training on many important maternal nutrition and IYCF topics seemed to be lacking among 
commune health workers, with a majority of them having received no training in prenatal care (57 
percent), the importance of breastfeeding (56 percent), common breastfeeding difficulties (74 percent), 
complementary feeding (65 percent), Decree 21 (86 percent), and interpersonal counseling skills (69 
percent) (Table 9.4). Additionally, 78 percent had never received any computer skills training. Despite 
some commune health workers’ knowledge about certain topics being reasonably good, as shown in 
Table 9.1, the absence of training and the limited retraining, as well as substantial knowledge gaps on 
some IYCF and nutrition topics, suggests a need for more tailored and frequent training to equip 
workers to more effectively and accurately communicate messages to mothers about IYCF practices.  

Table 9.4. Training experience among commune frontline health workers 

Training received, by topic/skill 

A&T area 
(n = 92) 

Non-A&T area 
(n = 97) 

All 
(n = 189) 

Percent Percent Percent 

Prenatal care    
In the last 6 months 13.0 14.4 13.8 
7-12 months ago 3.3 6.2 4.8 
> 12 months 21.7 15.5 18.5 
Never had training in this topic 57.6 56.7 57.1 

Importance and benefits of breastfeeding    
In the last 6 months 5.4 11.3 8.5 
7-12 months ago 9.8 9.3 9.5 
> 12 months 23.9 17.5 20.6 
Never had training in this topic 56.5 55.7 56.1 

Common breastfeeding difficulties    
In the last 6 months 1.1 8.3 4.8 
7-12 months ago 3.3 5.2 4.2 
> 12 months 13.0 8.3 10.6 
Never had training in this topic 76.1 72.2 74.1 

Complementary feeding    
In the last 6 months 6.5 12.4 9.5 
7-12 months ago 4.4 6.2 5.3 
> 12 months 17.4 12.4 14.8 
Never had training in this topic 67.4 61.9 64.6 

Decree 21    
In the last 6 months 2.2 0.0 1.1 
7-12 months ago 1.1 1.0 1.1 
> 12 months 1.1 0.0 0.5 
Never had training in this topic 85.9 85.6 85.7 

Interpersonal counseling skills    
In the last 6 months 8.7 16.5 12.7 
7-12 months ago 7.6 5.2 6.4 
> 12 months 14.1 12.4 13.2 
Never had training in this topic 66.3 63.0 63.0 

Computer skills    
In the last 6 months 4.4 5.2 4.8 
7-12 months ago 3.3 3.1 3.2 
> 12 months 4.4 1.0 2.7 
Never had training in this topic 79.4 77.3 78.3    
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9.3. Health facility 

CHCs are the basic unit of primary health care in the national healthcare system, typically serving a 
population ranging between 5,000 to 7,000 people. CHCs are the main point for the commune-level 
organization of preventive health services, such as the delivery of childhood immunization services, 
malaria prevention, and interventions concerning nutrition, water, and sanitation, and other public 
health activities and campaigns. 

Table 9.5 presents an overview of commune health center characteristics. Our results show that the 
average number of doctors per commune health center (CHC) is 1 with 2 physician assistants, 1 nurse 
and, on average, 9 village health workers/nutrition collaborators. Impressively, 100 percent of all CHCs 
provide a growth monitoring service and 97 percent already provide nutrition counseling. Thirty-six out 
of the 40 health centers surveyed had nutrition counseling rooms, despite 95 percent of those rooms 
being used for other activities too. Facility furniture/equipment score was 7.13 (on a scale of 0-16) and 
their communication material score was 5.32 (on a scale of 0-8). Furthermore, 69 percent had a 
weighing scale for children and 68 percent had a length/height board for children. Different kinds of 
scales length/height boards were seen in some health centers (such as paper tape). Seventeen health 
centers had domestically-made wooden length/height boards and only 3 had a UNICEF wooden length 
board. 

Table 9.5. Commune health center characteristics 

Notes: ** P < 0.001, * P < 0.05. 
* Ninety-five percent of rooms are shared with other activities. 
† Different kind of scales and different kinds of length/board height (most of them paper tape, 17 had domestic wooden 
length/height board, only 3 had UNICEF wooden length board). 

Frontline health worker 

A&T area 
(n = 20) 

Non-A&T area 
(n = 20) 

All 
(n = 40) 

Mean ± SD 
 or percent 

Mean ± SD 
 or percent 

Mean ± SD 
 or percent 

Average number of doctors (Range: 0 to 2) 1.0± 0.4 1.1± 0.6 1.0 ±0.5 
Average number of physician assistants (Range: 0 to 5) 2.3± 1.0 2.5± 1.2 2.4 ± 1.1 
Average number of nurses (Range: 0 to 5) 1.4± 1.4 1.2± 1.1 1.3 ± 1.3 
Average number of village health workers/nutrition 
collaborators (Range: 0 to 23) 9.5± 5.5 10.0± 6.1 9.7 ± 5.7 

Service provided    
Case management of sick adult patients 100.0 100.0 100.0 
Case management of sick children  100.0 100.0 100.0 
Vaccination 100.0 100.0 100.0 
Growth monitoring 100.0 100.0 100.0 
Prenatal care 100.0 95.0 97.4 
Delivery 94.7 90.0 92.3 
Nutrition counseling 100.0 95.0 97.4 
Family planning 100.0 100.0 100.0 
Health education 79.0* 100.0 89.7 
Home visit 68.4* 100.0 84.6 

Lab work 25.5 36.8 30.6 
Nutrition counseling room    

Having nutrition counseling room* 84.2 100.0 92.3 
Furniture/equipment score (range 0-16) 6.8± 4.3 7.4±4.0 7.1 ±4.1 
Communication material score (range 0-8) 5.3 ± 2.5 5.4 ±2.6 5.3 ± 2.5 
Having weighing scale for children† 63.2 75.0 69.2 
Having length board/height for children† 61.1 75.0 68.4 
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10. Summary and Discussion 
 
The baseline survey, which was conducted within the evaluation framework of the franchise model for 
the A&T project, had two broad objectives. The first objective was to gather data on the main outcomes 
of the study (including children’s nutritional status and IYCF practices) in order to determine the 
comparability between A&T and non-A&T areas before implementing the franchise model. The second 
objective was to assess differences in various factors that could influence IYCF factors at baseline, 
between the two groups. These factors were examined at different levels: child, mother, household, 
community, healthcare providers, and health system. These factors will also provide useful information 
to interpret the results of the impact evaluation and also signal key issues to pay attention to in the 
process evaluation.  

We present in this summary chapter key insights from the baseline, as they are important for further 
tailoring of A&T interventions as the interventions currently planned are rolled out (Table 10.1). For 
each key result, we also highlight some of the major implications of the baseline findings for the process 
and impact evaluation. 

10.1. Anthropometry and IYCF practices 

The core indicators for assessing A&T’s impact are stunting among children 24-59.9 months old and the 
eight core WHO-recommended IYCF indicators. Other child nutrition status and additional IYCF 
indicators are also considered. The results of the baseline survey indicate that stunting is at 24 percent 
in children 24-59.9 months of age and 17 percent overall in children under 5 years of age in the 
evaluation communes. This prevalence is lower than estimates from the 2010 nutrition surveillance at 
29.3 percent among children under 5 years of age (1). There were no differences between the A&T and 
non-A&T groups for most of the child nutrition indicators, both analyzing as HAZ, WAZ, and WHZ, or the 
prevalence of stunting, underweight, and wasting. Rapid declines in all three anthropometric indicators 
start as early as the first few months of life, and undernutrition rates (stunting and underweight) 
dramatically increased over the first 24 months of life, reinforcing the importance of focusing 
interventions during this critical period.  

The core feeding practices captured by WHO-recommended IYCF practices were consistent with data 
from the 2010 NIN surveillance (32) and confirmed many of the findings from previous formative 
research (9) except for EBF, which was higher (18 percent in baseline survey versus 10 percent in NIN 
surveillance). This EBF rate also mimics the results of the 2006 Multiple Indicator Cluster Survey (3). 
Breastfeeding was almost universal; however, the rates of early initiation of breastfeeding and overall 
rates of EBF were low. EBF in the first 6 months of life is disrupted by the early introduction of water, 
baby formula, and other solid/semi-solid food. Baby formula feeding is prevalent, accounting for 10 
percent among children less than 1 month, 21-27 percent among infants 2-4 months, and nearly 40 
percent among infants 5 months of age. Other concerns include the quality and dietary diversity of 
foods given to children from 6 to 24 months of age, with 74 percent meeting the goals for minimum diet 
diversity and 85 percent fed iron-rich foods. By 6-8 months of age, 93 percent of children were being fed 
complementary foods. The major challenge for A&T appears to be EBF-related practices, including early 
introduction of complementary foods. In addition, the gap, when it comes to complementary feeding, is 
mainly related to diet diversity.   
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Table 10.1. Summary of baseline survey results, implications for evaluation, and A&T interventions 

Domain  Major results  

KEY IMPACT INDICATORS (Chapter 4) 
- Anthropometric 

outcomes 
Stunting (24 percent among children 24-59.9 months of age, 17 percent overall).  
Undernutrition rates (stunting and underweight) increase dramatically in the first 24 months 
of life. 

- WHO-recommended 
IYCF practices (core 
indicators) 

Breastfeeding is almost universal; 58.5 percent initiate BF early. EBF is low (18.4 percent). 
Ninety-three percent of children 6-8 months old are fed complementary foods; 74 percent 
meet minimum diet diversity; 85 percent fed iron-rich foods. Gaps in complementary feeding 
relate mainly to diet diversity. 

IYCF PRACTICES, CHALLENGES AND CAREGIVER’S KNOWLEDGE (Chapter 5) 
- IYCF practices (other 

than core indicators) 
Fifty-five percent of infants were given pre-lacteal feeds (infant formula, water, honey). 
These are mostly given by other women/family members and include honey, water, and 
formula. Mothers report insufficient breastmilk as a major concern when they started 
breastfeeding. 

 Nearly a third of infants < 6 months is bottle-fed. Infant formula introduced very early. 

- IYCF practices (other 
than core indicators) 

Predominant BF is much higher than EBF (80+ percent at 1 month and 50 percent at 4 
months). 

 Complementary foods are introduced too early, but high-value food groups are fed to even 
young infants (meat, milk, vitamin A-rich fruits/vegetables). Feeding frequency for non-
breastfed children is lower than recommended.  

- IYCF challenges and 
sources of support 

More than 40 percent reported problems when initiating breastfeeding; 12 percent at 3-4 
month period; main issues reported were related to sufficiency of breastmilk. Problems with 
complementary feeding (25 percent) mainly about child refusal/appetite and illness. 
Reported current problems with IYCF highest in 6-23 month age group is 44 percent.  

 Families (especially older women) are primary source of support for reported IYCF problems. 
Health system is also source of support. Over one-third pf women were prescribed 
formula/baby food in response to problem. 

- Caregiver’s knowledge 
on IYCF and nutrition 
(general) 

Perceptions and knowledge about BF were mixed; and tilted in favor of giving infants 
water/formula either in response to perceived insufficient milk or the hot weather. 
Complementary feeding knowledge is mixed on age of introducing foods; early introduction 
for water. Actual introduction of foods appears to match knowledge well. 

- Awareness, trial and 
adoption of key 
practices 

Caregivers have relatively good knowledge and awareness of some key IYCF-related 
messages (24-85 percent, depending on message). Trial ranged from 33-86%, depending on 
message). More frequent adoption was almost the same as trial. Sources of knowledge on 
key practices were primarily family or friends and, less frequently, health workers or media. 

USE OF A&T PLATFORMS (Chapter 6)  
- Health system Overall access to services is good in Viet Nam, and use of government services 

(immunization, antenatal care, birth services, etc.)  is also high.  CHCs already provide some 
nutrition services, including growth monitoring and counseling. Around 50 percent of 
respondents indicate a willingness to pay for good IYCF and nutrition counseling.  

- Media The most common means of communication accessed is TV, followed by newspapers and 
radio. Most respondents were exposed to health and nutrition messages on TV (~80% ever; 
~1/3 in past 1 week). Unclear if messages heard were advertisements. 

- Markets Access to markets is relatively easy. Food purchasing for the family and children is done 
mainly by women (> 75 percent) and most purchasing occurs close to homes. Special foods 
bought for children only rarely (6 percent). 

CHILD, CAREGIVER, AND HOUSEHOLD CHARACTERISTICS (Chapter 7) 

CHILD CHARACTERISTICS 
- Illness, health and 

appetite 
Cough/cold and fever are most prevalent morbidity symptoms (30 percent). Children 6-23.9 
months age group are most at risk for fever and diarrhea. Perceived health and appetite are 
quite high (~8 on scale of 0-10).  

- Immunization Immunization coverage was high; full immunization was above 90 percent.  

- Motor and language 
development 

Child motor and language development seems to be in normal age range. 
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Domain  Major results  

CAREGIVER’S RESOURCES 
- Education and 

occupation  
Level of education is relatively high (average completion of ninth grade) and close to 90 
percent of women are employed. Most were farmers.  

- Employment and 
childcare support 

Most mothers work outside the home (85 percent 5+ days a week); 60+ percent leave 
children for 5 hours or more; 90+ percent leave children with other family members, 
primarily grandparents. 

- Nutritional status of 
women 

Most women (70 percent) are of normal BMI, but 26 percent are chronically undernourished 
(BMI < 18.5). 

- Mental well-being  Mental distress (31 percent) and postnatal depression (26 percent) are both prevalent in the 
study sample. Poor appetite, poor sleep, headaches, and general unhappiness are top 
stresses. 

- Social support  Good access to emotional and financial support; active participation in community 
discussions. Less help for support with daily activities at home. 

- Control over assets; 
decisionmaking; 
domestic violence, etc. 

Women have relatively good empowerment and decisionmaking in purchasing food for 
children. Communications between spouses is good overall. One-quarter of women report 
domestic violence, however.  

HOUSEHOLD RESOURCES 
- Household composition  Households are small (~5 members), with few children under 5; dependency ratio is around 

1.  

- Assets, infrastructures, 
access to services  

Overall, households are in relatively good condition regarding infrastructure and asset 
ownership. They also have good access to services, such as electricity and safe drinking 
water, but sanitation facilities are less optimal for > 50 percent of households. 

- Food security and diet 
diversity 

Thirty-eight percent of households experienced some type of food insecurity in the last 30 
days, but severe food insecurity is lower. Household diet diversity is quite high. 

- Economic shocks A large number of households report some kind of economic shocks in one year before 
survey. The most prevalent and negative included disease/injury (> 20 percent) and loss of 
crops.  

COMMUNITY RESOURCES (Chapter 8) 
- Health system  Strong existing health system with commune health center, CHC staff, and VHW. Easy access 

to healthcare services. Fee for services was not applied for children < 6 years old. 

- Social environment Good social network with several civil organizations. All communities have social groups like 
WU; > 60 percent have IYCF groups/clubs. 

- Nutrition-related 
program 

PEMC services cover > 80 percent of communities. Other nutrition services available include 
nutrition education/BCC (> 90 percent); iron supplementation; availability of FCFs (~35 
percent). 

FRONTLINE HEALTH WORKERS & HEALTH FACILITIES (Chapter 9) 

FRONTLINE HEALTH WORKERS 
- Knowledge about IYCF 

and nutrition 
FHWs have moderate knowledge of IYCF and nutrition. Key BF gaps included perceptions 
about maternal nutrition in relation to EBF and use of water in hot weather. Very few CF 
gaps were seen.  

- Training A majority felt pre-service training was adequate; the perceived adequacy of in-service 
training was lower.  Exposure to training in maternal nutrition, IYCF, counseling skills, Decree 
21, etc., was low. 

- Motivation and 
satisfaction 

Overall, motivation and satisfaction with work are high, as are perceived value of work. 
However, some felt overburdened and about a third report low satisfaction with salary.  

HEALTH FACILITIES 
- Commune health center 

characteristics 
CHCs appear well-staffed. One hundred percent provide growth monitoring and 97 percent 
provide nutrition counseling. Most also have nutrition counseling rooms. Most (~70 percent) 
have weighing and measurement equipment.  
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10.2. Challenges in IYCF practices and mother’s knowledge and perception about IYCF 

Several challenges in IYCF practices were found at different stages of children’s lives. For breastfeeding, 
the most common challenges were pre-lacteals being offered to the baby immediately after birth (55 
percent)—these pre-lacteals include infant formula, water, and honey. Mothers/mothers-in-law or 
family members play an important role in providing support for breastfeeding mothers, as well as taking 
care of and feeding babies. Pre-lacteals are predominantly offered by women and family members other 
than the child’s mother. There were no differences noted between the groups. These results suggest 
that interventions should not only target children’s mothers, but also family members. Mothers also 
report insufficient breastmilk production as a barrier to exclusive breastfeeding, especially when they 
initially start breastfeeding. Counseling to strengthen mother’s belief and confidence about their ability 
to produce sufficient milk is important to prevent feeding their child pre-lacteals. 

Close to 80 percent of mothers thought their child should be given formula milk if they felt their babies 
were not getting enough breastmilk. Even health workers held similar beliefs, leading them to prescribe 
formula milk to the infants. Over a third of women reported receiving suggestions to try baby 
food/formula when they had difficulty breastfeeding their child soon after birth, and about a third of 
women actually brought formula milk with them to the hospital when delivering their child in case their 
breastmilk did not come in immediately after birth. Findings from A&T formative research (9) also 
showed that a number of babies were fed formula milk by frontline health worker when mothers were 
deemed unfit to produce adequate breastmilk. These findings are alarming and support the need for 
A&T’s interventions. Specific A&T interventions that seek to address these issues include providing more 
training to health workers and education to the general public on optimal infant feeding practices, 
advocacy for Decree 21 to be implemented and monitored across the county and for national policy to 
address the aggressive marketing of formula. More qualitative research in the process evaluation to 
ascertain whether formula milk is used as a pre-lacteal alone or whether it continues after some first 
days would be helpful.  

Predominant breastfeeding is high at 80 percent at 1 month and 50 percent at 4 months, indicating that 
the program intervention needs to place more emphasis on shifting predominant breastfeeding 
practices toward EBF. For the purposes of evaluation, it is important to capture these changes and 
understand what factors may help in driving that shift. Complementary feeding, as already noted, is 
introduced too early (before 6 months), with high value food groups (such as meat, milk, and vitamin A-
rich foods) being fed to even young infants. Again, no differences between groups were noted. 
Frequency of feeding for non-breastfed children does not meet recommendations, as most mothers 
reported that based on their knowledge, they should feed the same number of main meals and snacks 
to breastfed and non-breastfed children. This crucial gaps in knowledge needs to be filled. 

An important barrier to EBF was that mothers encountered issues initiating breastfeeding—greater than 
40 percent of women experience this, with no differences between groups. When it comes to 
complementary feeding, barriers to adequate complementary feeding include a quarter of children 
refusing food or having a poor appetite and/or being ill. The proportion of mothers currently 
experiencing issues with children in the 6-23-month-old age group was high at 44 percent. Strategies 
need to be put in place to manage both the perceived and actual issues experienced by mothers when 
adopting and practicing appropriate IYCF practices. Mothers/mothers-in-law or family members play an 
important role in providing support for breastfeeding mothers, as well as taking care of and feeding 
babies. Healthcare providers are the second most important source of information and mothers often 
seek their help if they encounter challenges in feeding. Over a third of women were prescribed 
formula/baby food in response to this problem. These results present a compelling need to formulate 
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interventions that not only target children’s mothers, but also family members and healthcare 
providers.  

Generally, mothers’ knowledge on IYCF and child nutrition appeared varied. With BF, a majority of 
mothers perceived that the provision of water during hot weather or due to insufficient milk production 
as appropriate. Mothers also seemed to be providing complementary foods early; however, foods 
provided were appropriate. No differences between the groups were found. As noted above, the 
importance of EBF, timely introduction of complementary foods, and support with breastfeeding need 
to be essential components of counseling sessions and behavior change communication messages.  

Using the Stages of Change Model (33) as a platform to describe the steps a person or group takes in 
changing their behavior, one can see that despite there being relatively high awareness, adoption of 
optimal IYCF practices in Viet Nam is still low. Mothers have relatively good knowledge and awareness 
of some key IYCF-related messages, with appropriate knowledge ranging from24-85 percent, depending 
on the message. Trials of those practices ranged from 33-86 percent, depending on the message. More 
frequent adoption of these trials was as similar as trialing these practices for the first time. Despite 
efforts to educate and raise the public’s awareness on child nutrition, increased efforts would not be 
wasted. But perhaps, instead of just providing this knowledge, some amount of persuasion and the 
inclusion of the community/family in the education process would be beneficial. This point is further 
illustrated in this survey, which showed that the primary sources of knowledge on key practices were 
primarily family or friends and, less frequently, health workers or media, and the high degree of family 
involvement when it comes to infant feedings. Given that there is obviously information available to 
create awareness in Viet Nam about health issues, the disconnect appears to be to create a desire for 
people to try out this new knowledge and translating this knowledge into daily practice. To bridge this 
gap between trial and adoption of practices, health workers could encourage these practices, help 
reinforce skills and knowledge, and provide support within the community for mothers by perhaps 
periodically reviewing the benefits of these practices. If practices are actually adopted, health workers 
and/or franchise staff could provide positive reinforcement to or public acknowledgment of adoption 
therefore reinforcing the benefits of these practices. But attainment of knowledge and reinforcement 
alone does not necessarily translate into behavior change; for this reason, A&T’s model includes the 
bringing together of different bodies, such as the private sector (workplace BF programs) and the 
government sector (policy advocacy and technical support). These sectors in combination with the 
nutrition counseling services that the franchises seek to provide are crucial in creating a supportive 
environment for BF and practice of optimal IYCF overall. A consideration for evaluation is to include data 
collected from family members and other influential community members.  

10.3. A&T platforms—Health system, media, and market 

Health system 

Since the A&T franchise model will be applied mainly at the community level, results from the baseline 
survey focus on healthcare facilities in the community—namely CHCs. Overall access to health services 
on the community level in Viet Nam is good and use of government services (immunization, antenatal 
care, prenatal services, etc.) is high. Two-thirds of the respondents have visited a CHC during the last 
three months, with an average of two visits being made during that time period. CHCs are also easily 
accessible to commune members; the mean distance to travel to one is less than two kilometers, with 
an average travel time of 12 minutes. No difference was found with regard to easy access to the health 
system and usage rates. Small distances and easy access to healthcare facilities are very encouraging 
results and confirm the appropriateness of A&T’s decision to use CHCs as a platform to establish their 
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franchise. Currently, CHCs have implemented a government program, “Program for Energy and 
Malnutrition Control and Prevention,” which includes some nutrition activities. However, these activities 
are not frequent, and do not pay enough attention to IYCF practices. As mentioned above, the 
establishment and integration of franchises within the existing government healthcare system 
complement current nutrition services that are being offered and provides a unique opportunity to 
improve IYCF practices and child nutrition in Viet Nam. Fees for services were not applied for children 
less than 6 years old, creating possible challenges in applying the fee for services, given that most 
services are freely available. However, when being asked about willingness to pay for a high quality 
service of IYCF counseling, 50 percent of respondents indicate willingness to pay, which should serve as 
a driving factor for the program to provide a “stand apart” franchise service. Capturing value-added 
through A&T franchises to the exiting government system during the process and impact evaluation will 
serve as important components of the evaluation plan.  

Media 

The most common means of communication accessed is the TV, followed by newspapers and the radio. 
A good majority (80 percent) was exposed to health and nutrition messages on the TV and 
approximately a third were exposed to these messages via the TV during the week past. No differences 
were noted between the groups. The packaging of these messages, either in the form of public service 
announcements or advertisements, was unclear and further collection of data during the process 
evaluation may provide a deeper understanding of the role of the media in the provision of health 
education/messages. Given these findings, it appears that the media does have a high reach when it 
comes to health and nutrition messaging, and recall of these messages is strong. With a deeper 
understanding of its role, this could be an effective behavior change communication strategy; however, 
if the prime source of TV messages are to be in the form of advertisements, considerable funds and 
efforts need to be allocated to the development of such messages.  

Markets 

Access to markets, either in the village or in the neighborhood, is relatively easy for the commune 
population, with a distance of 1.3 kilometers and the average time to get to a market being 11 minutes. 
More than 75 percent of respondent mothers buy food for the family and this purchasing occurs close to 
the home. Mothers were also in charge of purchasing special food for children; however, this was a rare 
occurrence (only 6 percent). This readily available and easy access to market could have important 
implications on the resources available to provide adequate care to children, especially with regard to 
purchasing high quality complementary food, and mothers can easily be the target of such messages. As 
mention above, it is important to include other older women (grandmothers, other family members) in 
IYCF education overall.  

10.4. Underlying factors—Caregivers, and household and community factors 

Caregiver resources 

In our study population, the level of education was relatively high, with 99 percent having ever attended 
school and the average number of years of schooling was nine. This provides a good basis for the 
success of BCC intervention, which seeks to improve knowledge and attitudes toward IYCF. Close to 90 
percent of women are farmers and farming employment can create substantial seasonal demands, 
which could affect IYCF/nutrition. 

Most mothers worked outside the home (around 80 percent of mothers work outside the home five 
days a week or more). This leads to more than half of children being left for five hours or more each day, 
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primarily with their grandparents or other family members. It is important to pay attention to women’s 
work and childcare in relation to trial and adoption of practices, especially EBF. Women’s work outside, 
and at home, could significantly influence IYCF practices and the ability to adopt practices that take 
more time. In addition, work and childcare patterns are particularly of issue for EBF and continued BF. 
Therefore, interventions will also have to consider how to ensure optimal care and feeding of young 
children left primarily with family members, and the counseling services offered through the franchise 
should also include grandmothers and other family members.  

Data on caregiver nutrition health suggest that the majority of women in our sample are well-nourished, 
with nearly 70 percent having normal BMI. However, undernutrition is still a concern with 26 percent of 
underweight mothers. Data on mental stressors provide some evidence of the harshness of life in rural 
Viet Nam, with nearly a third of respondents experiencing some symptoms of mental stress in their life 
and 26 percent experiencing a high postnatal score. Poor appetite, poor sleep, headaches, and general 
unhappiness are top stresses. Literature has shown that maternal mental health plays an important role 
in childcare and feeding, especially breastfeeding, and responsive feeding thus has effects on infant 

growth (38, 39). More in-depth analyses will be done to explore the factors associated with maternal 
mental health, and the effects of maternal mental health on childcare and child malnutrition in  
Viet Nam.  

Results from our baseline survey also showed that women have relatively good empowerment and 
decisionmaking in purchasing food for children. Communications between spouses are good overall. 
These positive findings on empowerment suggest that women are likely in position to implement IYCF 
recommendations in the home. 

Household resources 

A small proportion of households are headed by women (18 percent), with only 6 percent among them 
headed by respondent mothers. Families are commonly moderate in size, with the average household 
consisting of approximately five people, with three of working age and few children under five; the 
dependency ratio is almost 1. Smaller families ensure less need to spread resources across many 
individuals, but also could raise implications for childcare and support within homes. 

Overall, households are in relatively good condition regarding infrastructure and asset ownership. They 
also have good access to services such as electricity and safe drinking water, but sanitation facilities are 
less optimal for more than 50 percent of household. 

Thirty-eight percent of households experienced some type of food insecurity in the last 30 days, but 
severe food insecurity is lower. Food security has been shown to determine the quality and quantity of 
complementary foods offered to a child and affects infant feeding practices (34). Targeting such families 
and providing education on how to introduce appropriate and inexpensive complementary foods on a 
budget as their children grow could aid in improvement of IYCF practices. It has been seen that these 
types of strategies that target low-income groups can increase rates and duration of BF (35). Also, for 
severely food-insecure households, messages further reinforcing the inexpensive, yet highly nutritious, 
feeding practice of EBF as well as the detrimental (and expensive) practice of providing formula milk to 
infants should be included in BCC and counseling. There might also be a possible need to consider 
micronutrient supplementation as an inexpensive way to improve the nutrient quality of 
complementary foods.  
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Community resources 

The community data were gathered to help develop a picture of the resources available to households 
and caregivers in our A&T and non-A&T area. Our communities were divided into smaller units called 
hamlets (each commune has 9-10 hamlets) and each hamlet has one or two village health 
workers/nutrition collaborators, creating a strong network for delivering health interventions to 
commune residents. In addition, several other social groups work on the commune level, such as the 
Women Union, Youth Union, Farmers Association, etc., and they also support health and nutrition 
programs and initiatives. These organizations can be mobilized, as already planned, to support and 
create demands for franchise and perhaps also to address other constraints to IYCF. 

PEMC services cover more than 90 percent of communities, but several gaps among these services are 
found, and it is expected that A&T can fill these gaps. Other nutrition services available include iron folic 
supplementation (69 percent), household food security (43 percent), and availability of fortified 
complementary food (~35 percent). It is important to fully understand other nutrition services provided 
in each commune so as to ensure synergy and harmonization with A&T. Process evaluation and impact 
assessments also need to carefully document household exposure to different nutrition-related 
programs. 

10.5. Healthcare facility and healthcare providers 

Since the A&T franchise model will be applied mainly at the community level, results from the baseline 
focus on the healthcare facility in the community—namely CHCs and healthcare providers working in 
these CHCs. Our results show that CHCs appear well-staffed; 100 percent provide growth monitoring 
and 97 percent provide nutrition counseling. Most of them also have nutrition counseling rooms 
(although this room is shared with many other activities). Most (~70 percent) have weighing and 
measurement equipment. No difference were found between the A&T and non-A&T groups. It appears 
that the availability of staff and the basic facilities for counseling at all CHCs should shorten the time for 
A&T franchise activities to start up. For evaluation purposes, it is important to pay specific attention to 
changes in counseling facilities and equipment as part of process evaluation. 

Frontline heath workers (CHC staff and village health workers) have moderate knowledge about IYCF 
and nutrition. Key breastfeeding gaps included perceptions about maternal nutrition in relation to EBF 
and use of water in hot weather. Very few complimentary feeding gaps were seen. Process evaluation 
can reveal the early closing of gaps on EBF knowledge of frontline heath workers, but understanding 
their beliefs and how these are communicated to mothers might be useful.  

A majority felt that pre-service training was adequate; perceived adequacy of in-service training was 
lower. Exposure to training in maternal nutrition, IYCF, counseling skills, Decree 21, etc., was low. 
Interpersonal counseling skills and computer skills are also concerned, and these results can provide 
information for the A&T to tailor their training to meet the needs. Process evaluation should pay specific 
attention to documenting exposure to and impact of training. 

Overall, motivation and satisfaction with work are high, as are perceived value of work. However, some 
felt overburdened and about a third report a low satisfaction with salary. This is useful information for 
A&T in considering workload and perceived work burdens, and could also be useful in considering the 
role of incentives (if early findings reveal work burdens, motivation is likely to affect the quality of 
services). Process evaluation should examine the role of A&T inputs in shaping motivation and workload. 
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10.6. Conclusion 

Our baseline findings show that in the franchise impact evaluation baseline survey in Viet Nam, A&T and 
non-A&T groups are comparable on all core impact indicators as well as other variables related to child, 
mother, household, and community services, indicating that randomization was successful within this 
evaluation design.  

Our baseline findings show that, although the need to improve EBF is imperative, given the low level of 
EBF in this context, the lower levels of stunting, and the better complementary feeding practices than 
anticipated could affect the potential to benefit from A&T’s IYCF-focused interventions. From a research 
perspective, further analysis of the determinants of stunting in this context is essential. From a 
programmatic perspective, along with the substantial efforts to improve EBF, strengthened efforts 
about complementary feeding are needed to close the gap on key practices, such as improved diet 
diversity.  

Our data highlight the situation related to the care and feeding of infants and young children in Viet 
Nam, and of their mothers, households, and communities. Mothers of young infants in this context lead 
busy and stressful lives that attempt to balance employment, childcare, child feeding, household work, 
and other demands. Within the health system that reaches almost everyone in Viet Nam, Alive & Thrive 
appears to have an enormous potential to respond to the need for capacity building with CHC frontline 
health workers, and to capitalize on wide-scale access to media and markets to reach the families of 
young children with critical information on supporting optimal IYCF practices.  
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Annex 1. Description of modules in household questionnaire 
 
Module 1: HOUSEHOLD COMPOSITION 

This module is standard for any household survey. This provides us with the information about 
the household size, the gender of the household head, and the occupation and education of the 
household members. This background information is important for describing the survey population, 
comparing the survey population to other surveys, and assessing changes in the survey population 
composition itself, if any, between baseline and endline.  

Module 2: CIVIL STATUS, EDUCATION, EMPLOYMENT OF MOTHER AND SPOUSE, AND CHILDCARE 
ARRANGEMENTS 

This module gathers detailed information on the occupation and employment characteristics of 
the respondent and her spouse. Key issues included access to steady income, cash flow, education, as 
well as social support for household work, etc. Some of the information is important for the purpose of 
describing the survey population and to compare our survey population with other representative 
surveys, like Demographic Health Survey. Additionally, data from this module is instrumental for 
analyses, as these are the factors that will be controlled for when looking into the association between 
the independent variables (such as exposure to the program) and outcome (IYCF feeding practices). 
Women’s work and work characteristics are known to be associated with IYCF and anthropometric 
outcomes because of the implications of women’s work for childcare and child feeding.  

Module 3: IYCF PRACTICES (INDEX AND NON-INDEX) 
This module is directly related to Alive & Thrive major objectives and thus measures the 

outcomes of the overall initiative. This module, therefore, covers an array of breastfeeding and 
complementary feeding history in detail to enable computation of the WHO-recommended IYCF 
indicators as well as to assess IYCF practices in greater detail than just the eight WHO-recommended 
indicators. This is a standard module for any nutrition- and feeding-related survey and Demographic 
Health Survey also collects similar information but not in as much detail. From this information, we will 
be able to estimate all the WHO-recommended IYCF indicators, such as early initiation of breastfeeding, 
exclusive breastfeeding, continuation of breastfeeding, introduction of complementary feeding, dietary 
diversity, etc.  

Module 4: NA (not included in Viet Nam questionnaire) 

Module 5: CHILD IMMUNIZATION, HEALTH HISTORY, AND APPETITE (INDEX AND NON-INDEX) 
Child immunization and history of recent disease are an integral part of any child health and 

nutrition survey. In nutrition surveys, this information has added importance as nutritional status of a 
child is influenced by infectious diseases. Therefore, immunization status is important to capture. Both 
preventive care and timely curative management (such as additional feeding, continuation of BF) are 
keys to addressing this issue.  

This module also captures information on child appetite, which is important to assess in relation 
to overall child feeding, but also in relation to parental responsiveness to poor appetite and other 
feeding problems.  

Module 6: CHILD DEVELOPMENT 
Inadequate nutrition and household food security have been found to be associated with 

speech and cognitive development of a child. This survey will provide the opportunity to study this 
relationship in the Vietnamese context and provide systematic data on child development milestones 
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across the three A&T countries. In addition, interventions to improve responsive feeding are likely to 
influence child language and fine motor development.  

Module 7: PREGNANCY AND POSTNATAL CARE (YOUNGEST CHILD)  
Child nutrition is influenced by a mother’s exposure to prenatal care and nutrition inputs during 

pregnancy. In addition, maternal exposure to information about infant feeding, particularly 
breastfeeding, begins at the pregnancy period. This module will provide information about the nature 
and extent of contacts mothers are having with the healthcare system during pregnancy and the 
postnatal period. Also, this module will collect information on kinds of support and advise that mothers 
receive after childbirth to ensure that they are able to successfully breastfeed their infants exclusively in 
the first six months of life. This information is crucial from the perspective of A&T’s goals to improve 
early and exclusive breastfeeding. 

Module 8: MOTHER’S IYCF KNOWLEDGE, ATTITUDES, AND PRACTICES 
A&T aims at improving mothers’ knowledge as a route to improving IYCF practices and child 

nutrition. Mothers’ knowledge and attitudes about IYCF are critical factors in the pathway toward 
adopting better IYCF-related practices. Changes between baseline and endline in the knowledge, 
attitude, and practice after controlling for other factors, such as background characteristics, education, 
and economic status, will indicate the effects of the intervention.  

In this module, we also include a novel approach of assessing whether new knowledge gets 
translated into a trial of new practices and whether behaviors that are tried are further sustained. This 
approach generates understanding of the barriers that lie between awareness and trial of a new 
behavior, as well as between trial and adoption of the same behavior. It has proven to be very useful in 
previous evaluation research that we have undertaken on improving IYCF practices.  

Module 9: USE OF A&T COMMUNITY COMPONENT PROGRAM SERVICES 
The A&T franchise model will be operated in many communes through the government health 

system. Commune health centers (CHC) are the primary contacts within the communes who will provide 
key health- and nutrition-related services, including IYCF counseling to mothers, community 
conversations about IYCF, and other interactions. As such, these services are a primary program 
platform for A&T to reach the community. This module is, therefore, instrumental in measuring the level 
of exposure of the mother to the program components at baseline and at endline. In addition, this 
module is intended to gather enough data on exposure to assess whether program impact varies by 
program exposure.  

Module 10: MARKET ACCESS AND USE OF INFORMATION 
Gathering data on market access and exposure/use of media information is important because 

A&T plans to use multiple communication channels to deliver IYCF-related messages to mothers and to 
mobilize civil society in relation to IYCF and nutrition. Furthermore, one of A&T’s objectives is to 
improve complementary feeding practices, including the use of fortified foods, by the mothers. A&T will 
also be encouraging the private sector to make affordable, complementary food. With this in mind, this 
module is intended to provide data both on exposure to different media channels, and awareness of 
current health/nutrition messages on the media. In addition, given that A&T is aiming to improve the 
availability of fortified complementary foods and/or other fortified supplements in the market, it is 
important to know whether mothers have adequate access to markets. 

Module 11: WOMAN’S CONDITION AND DECISIONMAKING POWER 
Research demonstrates clearly that women’s control over assets and women’s status, more 

broadly, are important determinants of child nutrition. Research globally and in other countries has also 
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demonstrated that participation in credit groups and community/social networks empowers women and 
enhances their capability to make better decisions regarding child welfare. Women’s decisionmaking 
power in matters related to household issues and child health as well as ownership of assets and control 
over purchasing are the main focus of this module. 

Module 12: WOMEN’S PHYSICAL AND MENTAL WELL-BEING  
Women’s own well-being is a critical resource for ensuring that women are able to care for their 

children. In addition, previous research has shown that household food security has influences on 
women’s well-being, which, in turn, influences their ability to care for their children, and feed them 
appropriately. We include in this module validated measures of mental well-being and physical well-
being. The purpose of including this module is to understand the role of women’s well-being in relation 
to IYCF in this context, and more important, to ensure that there are no negative changes in well-being 
over the life of the project that could lead to lowered impacts of the program interventions.  

Module 13: HOUSEHOLD SOCIOECONOMIC STATUS 
Socioeconomic status (SES) is an underlying determinant of child nutrition status. It can be 

measured in different ways, including the use of a full economic consumption-expenditure survey 
module, which is often more precise than asset-based measures. However, given that consumption-
expenditure modules are very lengthy and can take more than an hour to administer, we have chosen to 
include in this questionnaire a more asset-based approach to assessing SES. The detailed information on 
household assets here will be used to create factor-analysis-based scales of household SES. In addition 
to the basic household assets, we also include questions on ownership of assets and control over assets. 
Knowing about the baseline situation both on overall household assets and construction, as well as 
women’s control over these assets, will help the evaluation team capture critical underlying factors that 
might influence the effect of the program inputs.  

It is important to note that having detailed data on SES will enable the interpretation of any 
negative changes between the baseline and endline survey.  

Module 14: HOUSEHOLD FOOD SECURITY AND DIETARY DIVERSITY 
Household food security has been shown to be associated with 1) growth of infants and young 

children, and 2) infant feeding practices, which are the main impact indicators for A&T. The Household 
Food Security module is a validated measure of food security that has been developed by the Food and 
Nutrition Technical Assistance (FANTA) project.  

The Household dietary diversity module, also a validated FANTA module, is a proxy measure of 
household food access, which is the ability of a household to acquire sufficient quality and quantity of 
food to meet all household members’ nutritional requirement for productive lives. A more diversified 
diet is associated with a number of improved outcomes, including child anthropometric status and 
micronutrient status, desired A&T program impacts.  

It is important to understand how such household factors mediate the impact of A&T in the 
program areas in Viet Nam, and both of these scales can be administered in a short duration (about 10 
minutes).  

Module 15: HOUSEHOLD ECONOMIC SHOCKS 
It is reasonable to believe that during the life of the program, a household or community may 

experience an economic shock that, in turn, may influence child nutritional status. Capturing 
information on such economic shocks is therefore critical to any assessment of impact. If, indeed, 
households in the A&T program areas experience economic shocks, this may explain any lack of a 
positive impact on IYCF practices or nutritional status that may be observed.  
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Module 16: HYGIENE SPOT-CHECKS  
Hygiene and sanitation are known to be key mediators of child nutritional status. Given the 

strong association between such illnesses as diarrhea and cholera and nutritional status, it is critical that 
A&T carefully examine the hygiene and sanitation environment at the household level; this will allow the 
evaluation team to capture a critical underlying determinant of child nutritional status.  

The spot-check method has been used extensively in the past. Reviews of studies carried out in 
various contexts have confirmed that spot-checks are a promising alternative to structured 
observations, because these are less intrusive, less time-consuming, more economical, and less reactive.  

Module 17: ANTHROPOMETRY 
This module is directly related to the main impact indicator of A&T, which is prevention of 

stunting. 
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Table A1.1. List of data collection team 

No Full name Background No Full name Background 

  List of survey management board List of data collectors 

1 Minh Duc Nguyen Master of Public Health 1  Lien Nguyen Thi Medical College 

2 
Nam Truong 

Nguyen 
Doctor of Public Health 2  Hoa Thu Cao Thi Bachelor of Public Health 

3 Ha Thi Thu Phan Doctor of Public Health 3  Tam Nguyen Thi Bachelor of Public Health 

4 Van Hoang Pham Doctor of Public Health 4  Anh Duong Quynh Bachelor of Public Health 

5 Hoan Van Pham Doctor of Public health 5  Nga Nguyen Thi Bachelor of Public Health 

List of field supervisors 6  Huyen Trang Vu Thi Bachelor of Public Health 

1 Hai Tran Ngoc Bachelor of Public Health 7  Thuy Linh Duong Bachelor of Public Health 

2 Dung Le Duc Bachelor of Public Health 8  Phuong Tong Thi Bachelor of Public Health 

3 Hoang Pham Xuan Bachelor of medical technology 9  Kim Oanh Nguyen Thi Bachelor of Public Health 

4 Hung Phung The Bachelor of Public Health 10  Hoai Nguyen Thi Bachelor of Public Health 

5 Trang Nguyen Thi Bachelor of Public Health 11  Hanh Nghiem Thi Bachelor of Public Health 

6 Huyen Do Thanh Bachelor of Public Health 12  Thanh Pham Thuy Bachelor of Foreign Language 

7 Le The Vung Master of Social Sciences 13  Dinh Tran Thi Bachelor of Public Health 

8 Nguyen Ngoc Anh Master of Social Sciences 14  Bich Hang Nguyen Thi Bachelor of Sociology 

List of Measuring staff 15  Van Truong Thi Bachelor of Public Health 

1  Khiem Nguyen Duy Bachelor of Public Health 16  Tuyet Mai Thi Bachelor of Public Health 

2  Thanh Tran Van Bachelor of medical technology 17  Hoang Giang Thanh Bachelor of Public Health 

3  Duc Nguyen Anh Bachelor of Public Health 18  Linh Tran Nhat Bachelor of Public Health 

4  Cuong Tran Dai Bachelor of Pedagogy 19  Nuong Nguyen Thi Bachelor of Public Health 

5  Ha Ngoc Ho BA community development 20  Phuong Lan Nguyen Thi Bachelor of Public Health 

6  Nghia Van Nguyen Bachelor of Public Health 21  Thuy Vu Thi  Medical College 

   22  Canh Nguyen Thi Bachelor of Public Health 

   23  Luong Hoang Thi Bachelor of Public Health 

   24  Tam Ngo Le Bachelor of Public Health 
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Annex 2. Methods 

Table A2.1. List of studied communes in four provinces 

Province District/city CHC in A&T area CHC in non-A&T area 

Thanh Hoa Hau Loc Thinh Loc Loc Tan 
Dong Loc Chau Loc 

Tinh Gia Hai An Tan Dan 
Ngoc Linh Thanh Son 

Tan Truong Truong Lam 

Cam Thuy Cam Phong Cam Son 
Cam Binh Cam Ngoc 

Thai Nguyen Dong Hy Trai Cau town Song Cau town 
Linh Son Quang Son 

Pho Yen Phuc Tan Dac Son 
Bai Bong town Bac Son town 

Vinh Long Vinh Long city Tan Hoi Tan Ngai 

Tam Binh Long Phu My Loc 

Vung Liem Trung Hiep Trung An 

Hieu Thanh Trung Hieu 

Quang Ngai Binh Son Binh Minh Binh My 
Binh Dong Binh Thanh 
Binh Long Binh Trung 

Tu Nghia Song Ve town La Ha town 
Nghia Phuong Nghia Thuan 
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Annex 3. Sample characteristics 

Figure A3.1. Child age distribution, by sex and program group 
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Annex 4. Impact indicators 

Table A4.1. Full definition of IYCF indicators calculated, based on WHO recommendations 

Indicator Name Definition Numerator Denominator  

Early initiation of 
breastfeeding  

Proportion of children born in the last 24 m 
who were put to the breast within 1 hour 
of birth 

Children born in the last 24 m who were put to 
the breast within 1 hour of birth 

Children born in 
the last 24 m  

Exclusive 
breastfeeding under 
6 m 

Proportion of infants 0-5 m of age who are 
fed exclusively with breastmilk 

Infants 0-5 m of age who received only breastmilk 
during the previous day 

Infants 0-5 m  

Continued 
breastfeeding at 1y  

Proportion of children 12 – 15 m of age 
who are fed breastmilk 

Children 12-15 m who received breastmilk during 
the previous day 

Children 12-15 m  

Introduction of 
solid, semi-solid, or 
soft foods  

Proportion of infants 6-8 m of age who 
receive solid, semi-solid, or soft foods 

Children 6-8 m of age who received solid, semi-
solid, or soft foods during the previous day 

Children 6-8 m  

Minimum dietary 
diversity (≥ 4 food 
groups) 

Proportion of children 6-23 m of age who 
receive foods from 4 or more food groups 

Children 6-23 m of age who received foods from 
≥ 4 food groups during the previous day 

Children 6-23 m  

Minimum meal 
frequency 

Proportion of breastfed and non-breastfed 
children 6–23 m of age who receive solid, 
semi-solid, or soft foods (but also including 
milk feeds for non-breastfed children) the 
minimum number of times or more 

Breastfed or non-breastfed children 6–23 m of 
age who received solid, semi-solid, or soft foods 
the minimum number of times or more during 
the previous day 

Breastfed or non-
breastfed 
children 6–23 m 
of age 

Minimum 
acceptable diet 

Proportion of children 6–23 m of age who 
receive a minimum acceptable diet (apart 
from breastmilk) 

Breastfed children 6–23 m who had at least the 
minimum dietary diversity and the minimum 
meal frequency during the previous day 

Breastfed 
children 6–23 m 
of age 

Non-breastfed children 6–23 m of age who 
received at least 2 milk feedings and had at least 
the minimum dietary diversity not including milk 
feeds and the minimum meal frequency during 
the previous day 

Non-breastfed 
children 6–23 m 
of age 

Consumption of 
iron-rich or iron-
fortified foods 

Proportion of children 6–23 m of age who 
receive an iron-rich food or iron-fortified 
food that is especially designed for infants 
and young children, or that is fortified in 
the home 

Children 6–23 m of age who received an iron-rich 
food or a food that was especially designed for 
infants and young children and was fortified with 
iron during the previous day 

Children 6-23 m  

Children ever 
breastfed 

Proportion of children born in the last 24 m 
who were ever breastfed 

Children born in the last 24 m who were ever 
breastfed 

Children born in 
the last 24 m 

Continued 
breastfeeding at 2 
years (20-23 m) 

Proportion of children 20–23 m of age who 
are fed breastmilk 

Children 20–23 m of age who received breastmilk 
during the previous day 

Children 20-23 m  

Age appropriate 
breastfeeding 

Proportion of children 0–23 m of age who 
are appropriately breastfed 

Infants 0–5 m who received only breastmilk 
during the previous day 

Infants 0–5 m of 
age 

Children 6–23 m of age who received breastmilk, 
as well as solid, semi-solid, or soft foods, during 
the previous day 

Children 6–23 m 
of age 

Predominant 
breastfeeding 
among children 
under 6 m 

Proportion of infants 0–5 m of age who are 
predominantly breastfed 

Infants 0–5 m of age who received breastmilk as 
the predominant source of nourishment during 
the previous day. Allows the infant to receive 
certain liquids (water and water-based drinks, 
fruit juice), ritual fluids and ORS, drops or syrups 
(vitamins, minerals, medicines) and does not 
allow the infant to receive anything else (in 
particular, non-human milk, food-based fluids) 

Children 0-5 m  

Duration of 
breastfeeding  

Median duration of breastfeeding among 
children 0–35 m of age 

 
Children 0-35 m 

Bottlefeeding Proportion of children 0–23 m of age who 
are fed with a bottle 

Children 0–23 m of age who were fed with a 
bottle during the previous day 

Children 0-23 m  

Milk feeding 
frequency for non-
breastfed children 

Proportion of non-breastfed children 6–23 
m of age who receive at least 2 milk 
feedings 

Non-breastfed children 6–23 m of age who 
received at least 2 milk feedings during the 
previous day 

Non-breastfed 
children 6-23 m  
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Figure A4.1. Mean HAZ, WAZ, and WHZ in children under 24 months, by gender 

 

 

Figure A4.2. Prevalence outcome in children under 24 months, by gender 
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Table A4.2. Foods feeding for children 6-23.9 months 

 
A&T area 
(n = 544) 

Non-A&T 
area 

(n = 550) 
All 

(n = 1,094) 
 Food Percent Percent Percent 

Rice, rice porridge, rice gruel 95.4 93.6 94.5 
Noodle (instant noodle, pho, bun, mien…) 14.3 14.4 14.4 
Cereals such as wheat, pressed rice, puffed rice 4.0 3.5 3.8 
Legume: beans, peas, lentils 22.1 22.6 22.3 
Dark green leafy vegetables  64.3 67.5 65.9 
Pumpkin, orange yam, orange-red-fleshed sweet potato, carrots, 

tomato (vitamin A-rich)  31.6 33.6 32.6 
Any other vegetables (starchy vegetables: potatoes, yam, plantain) 15.6 17.8 16.7 
Ripe papaya, mango, watermelon, jackfruit, hong 23.0 22.6 22.8 
Other fruits such as oranges, banana, grapefruits, tangerine, apples 35.7 34.9 35.3 
Any other fruits 28.5* 28.0 28.2 
Meat such as beef, pork, lamb, goat 64.0* 63.5 63.7 
Chicken, duck, pigeon  13.6 14.2 13.9 
Liver, heart, kidneys, or other organ meats 7.0 6.9 7.0 
Fish, prawn, crab, shellfish, eels 44.7 42.9 43.8 
Eggs 29.6 27.5 28.5 
Peanuts, groundnuts, other nuts 9.9 9.5 9.7 
Milk (non-human milk—cow, goat, or powder) 62.5 66.9 64.7 
Milk products (yogurt, caramen, etc.) 19.1 20.6 19.8 
Fat (oil, butter, ghee) 59.4 63.6 61.5 
Chips/snack (Bim bim...) 20.4 24.6 22.5 
Bread or buns 16.2 12.9 14.5 
Candies or chocolates, cakes, or biscuits 23.9 23.3 23.6 
Any iron containing tablet, syrup or Sprinkles 8.8 10.0 9.4 
Notes: ** P < 0.001, * P < 0.05. 
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Table A4.3. Assistance and care during feeding, by program group 

 
A&T area 

(n = 2,027) 
Non-A&T area 

(n = 2,002) 
All 

(n = 4,029) 

Variable  Percent Percent Percent 

Child normally eats by himself 37.3 36.2 36.8 
Person who helps child eat solid foods (among children 

who do receive help)    
- Mother 85.7 85.6 85.9 
- Other adult 1.6 1.7 1.7 
- Another child 0.2 0.5 0.4 

Mother does something when the child refuses to eat 90.4 91.2 90.8 
Action taken by mother when child refuses to eat    

- Force him/her 12.1 12.3 12.2 
- Caress 69.0 69.3 69.2 
- Play with him/her 22.0 23.0 22.5 
- Give other types of food 17.8* 14.3 16.0 
- Let him watch TV 3.6 3.9 3.7 
- Threaten 7.6 7.5 7.6 
- Beat 1.6 2.0 1.8 
- Other 16.9 17.3 17.1 

Action taken by mother when child has poor appetite    
-  Give tea 0.0 0.1 0.0 
-  Give vitamins 2.8 1.9 2.3 
- Take to a clinic 5.8 6.4 6.1 
- Take to traditional doctor 0.1 0.2 0.2 
- Do nothing 3.1 3.5 3.3 
-  Other 34.5 37.9 36.2 

Notes: ** P < 0.001, * P < 0.05. 

 

Table A4.4. Changes in care practices during feeding, by child age 

 Age (months) 
 6-11 12-23 24-35 36-48 

Practice Percent Percent Percent Percent 

Caretaker takes action if child refuses to eat 80.7** 93.8 93.6 92.1 
Caretaker takes action if child has poor appetite 87.6* 91.7 94.9 95.3 
Child eats alone 0.7** 8.2 35.1 59.6 
Notes: ** P < 0.001, * P < 0.05. 
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Table A4.5. Changes in feeding of liquids and food during diarrhea 

 A&T area 
(n = 2,027)

 
Non-A&T area 

(n = 2,002)
 

All 
(n = 4,029)

 

 Percent Percent Percent 

Liquids     
  - Much less 4.8 4.1 4.5 
  - Little less 12.7 6.4 9.5 
  - About the same 25.9 23.4 24.6 
  - More 53.0 64.3 58.8 
  - Gives nothing to drink 3.6 1.2 2.4 
  - Does not know 0.0 0.6 0.3 
Semisolid and solid foods     
  - Much less 13.9 13.5 13.7 
  - A little less 33.1 36.3 34.7 
  - About the same 31.3 33.9 32.6 
  - More 15.1 14.6 14.8 
  - Stopped giving food 3.6 0.6 2.1 
  - Does not know 3.0 1.2 2.1 
Reported giving ORS when child has diarrhea 37.4 39.8 38.6 
Reported giving zinc to treat diarrhea 7.8 7.0 7.4 
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Annex 5. IYCF challenges and knowledge 

Table A5.1. Reported knowledge about timely introduction of complementary food* and meal 
frequency, by program group 

Complementary food 

A&T area 
(n = 2,027) 

Non-A&T area 
(n = 2,002) 

All 
(n = 4,029) 

Percent  Percent  Percent  

- Water 15.4* 12.1 13.8 
- Rice, bread, noodle, etc. 51.8 51.8 51.8 
- Legume 57.0 57.9 57.5 
- Green leafy vegetables 60.3 57.4 58.9 
- Orange-fleshed vegetables 62.1* 58.9 60.5 
- Ripe papaya or mango 48.1 46.1 47.1 
- Bananas 48.4 46.3 47.4 
- Meat: beef, pork 60.1 59.1 59.6 
- Chicken, duck, other poultry 53.2 52.4 52.8 
- Fish ( all types) 55.7 56.0 55.9 
- Eggs 58.0 56.3 57.1 
- Peanuts, groundnuts, other nuts 39.4 39.1 39.3 
- Milk (cow, goat or powdered) 36.1 36.4 36.2 
- Purchased snack food 34.9 32.0 33.5 

Adequate frequency of meal and snack for breastfed 
children† 

   

Meals/day for a 6-8.9-month-old child 97.2 96.7 97.0 

Snack/day for a 6-8.9-month-old child 76.4* 80.4 78.3 
Meals/day for a 9-11.9-month-old child 79.8 77.8 78.8 
Snack/day for a 9-11.9-month-old child 85.0 87.7 86.3 
Meals/day for a 12-23.9-month-old child 83.6 83.7 83.6 
Snack/day for a 12-23.9-month-old child 87.3 87.8 87.5 

Adequate frequency of meal and snack for non-breastfed 
children‡ 

   

Meals/day for a 6-8.9-month-old child 66.1 66.4 66.3 
Snack/day for a 6-8.9-month-old child 79.6 82.1 80.9 
Meals/day for a 9-11.9-month-old child 8.9 6.6 7.7 
Snack/day for a 9-11 .9-month-old child 85.3* 88.2 86.8 
Meals/day for a 12-23.9-month-old child 8.5 6.6 7.6 
Snack/day for a 12-23.9-month-old child 85.1 87.8 86.5 

Notes: ** P < 0.001, * P < 0.05. 
* Timely introduction of complementary food: 6 to 8.9 months. 

† Adequate frequency of meal and snack for breastfed children:  
- 6-8.9 months: 2-3 meals, 1-2 snacks per day. 
- 9-11.9 months: 3-4 meals, 1-2 snacks per day. 
- 12-23.9 months: 3-4 meals, 1-2 snacks per day. 

‡ Adequate frequency of meal and snack for non-breastfed children
 
: give in addition 1-2 extra meals per day. 
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Annex 6. Exposure to A&T platforms 

Figure A6.1. Type of TV programs most watched, by program group 

 

 

Figure A6.2. Type of radio programs most listened to, by program group 
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Figure A6.3. Type of Internet site most accessed, by program group 

 

 

Figure A6.4. Usual time for watching TV, by program group 
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Figure A6.5. Usual time for listening to radio, by program group 

 

 

Figure A6.6. Type of advice received when last visited CHC, by program group 

 

  

0 

20 

40 

60 

80 

100 

0:00 - 5:59 6:00 - 11:59 12:00 - 17:59 18:00 - 23:59 

%

 

Time 

A&T area 

Non-A&T area 

0 

10 

20 

30 

40 

50 

Fe
ed

in
g 

w
h

en
 t

h
e 

ch
ild

 h
as

 d
ia

rr
h

ea
 

Fe
ed

in
g 

w
h

en
 t

h
e 

ch
ild

 is
 s

ic
k 

B
re

as
tf

ee
d

in
g 

En
co

u
n

te
r 

w
it

h
 

fe
ed

in
g 

fi
rs

t 
w

ee
k 

B
re

as
tf

ed
 a

ro
u

n
d

 3
 

o
r 

4
 m

o
n

th
s 

St
ar

ti
n

g 
to

 f
ee

d
 

se
m

i-
so

lid
 f

o
o

d
s 

Fe
ed

in
g 

fo
rm

u
la

 

Fe
ed

in
g 

w
h

en
 6

 -
 8

 
m

o
n

th
s 

Fe
ed

in
g 

o
n

e 
ye

ar
 

P
re

p
ar

in
g 

sp
ec

ia
l 

fo
o

d
s 

P
o

o
r 

ap
p

et
it

e 

%

 

A&T area 

Non-A&T area 



111 
 

Figure A6.7. Type of communication materials seen by the mother at CHC, by program group 

 

 

Figure A6.8. Factors that influenced decision to use IYCF counseling service, by program group 
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Figure A6.9. Type of health services received from village health workers, by program group 

 

 

Figure A6.10. Topics discussed in health forum organized by village health workers, by program group 
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Table A6.1. Willingness to pay for IYCF counseling at district and provincial level, by program group 

 

A&T area 
(n = 2,027) 

Non-A&T area 
(n = 2,002) 

All 
(n = 4,029) 

Percent Percent Percent 

Proportion willing to pay at district level    
BF counselling during prenatal care 28.6 26.9 27.8 
BF counselling at time of delivery  24.6* 21.5 23.1 
EBF support/management in first 6 months  22.6 20.3 21.4 
CF counselling/education  25.7 24.0 24.8 

Proportion willing to pay at provincial level    
BF counselling during prenatal care  21.8 20.6 21.2 
BF counselling at time of delivery  19.2* 16.7 17.9 
EBF support/management in first 6 months  17.7 15.6 16.7 
CF counselling/education  20.2 18.5 19.4 

 Median 
(thousand VND) 

(25-75percent 
percentile) 

Median 
(thousand VND) 

(25-75 percent 
percentile) 

Median 
(thousand VND) 

(25-75percent 
percentile) 

Amount willing to pay for individual counselling/district level    
BF counselling during prenatal care  50 (30 – 70) 50 (30 – 60) 50 (30 – 67.5) 
BF counselling at delivery time 50 (30 – 50) 50 (25 – 50) 50 (25 – 50) 
EBF support in first 6 months  50 (30 – 70) 50 (30 – 50) 50 (30 – 60) 
CF counselling/education  50 (20 – 50) 50 (25 – 50) 50 (20 – 50) 

Amount willing to pay for group counselling/district level    
BF counselling during prenatal care 30 (20 – 50) 30 (20 – 50) 30 (20 – 50) 
EBF support in first 6 months  30 (20 – 50) 30 (20 – 50) 30 (20 – 50) 
CF counselling/education  30 (20 – 50) 30 (20 – 50) 30 (20 – 50) 

Amount willing to pay for individual counselling/provincial level    
BF counselling during prenatal care  50 (30 – 100) 50 (30 – 100) 50 (30 – 100) 
BF counselling at delivery time 50 (30 – 70) 50 (30 – 70) 50 (30 – 70) 
EBF support in first 6 months  50 (30 – 77.5) 50 (30 – 70) 50 (30 – 73.75) 
CF counselling/education  50 (25 – 51.25) 50 (30 – 70) 50 (30 – 70) 

Amount willing to pay for group counselling/provincial level    
BF counselling during prenatal care 30 (20 – 50) 30 (20 – 50) 30 (20 – 50) 
EBF support in first 6 months  30 (20 – 50) 30 (20 – 50) 30 (20 – 50) 
CF counselling/education  30 (20 – 50) 30 (20 – 50) 30 (20 – 50) 
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Annex 7. Child, mother, and household characteristics 

 

Figure A7.1. Prevalence of selected morbidity symptoms in previous two weeks, by program group 

 

 
Figure A7.2. Prevalence of selected morbidity symptoms in previous two weeks, by child gender 

 

  

0 

10 

20 

30 

40 

50 

Cough Fever Diarrhea Fast/short breathing 

%

 

A&T area Non-A&T area 

0 

10 

20 

30 

40 

50 

Cough Fever Diarrhea Fast/short breathing 

%

 

Male Female 



115 
 

Figure A7.3. Maternal perception on appetite visual analogue scales (mean values), by age and 
program group 

 

 
Figure A7.4. Maternal perception on health visual analogue scales (mean values), by age and program 
group 
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Table A7.1. Women’s working condition and childcare arrangements, by age group 

Proportion reported the following  

0 – 3.9 
months 

4 – 5.9 
months  

6 – 11.9 
months 

12 – 23.9 
months 

24 – 59.9 
months 

Percent Percent Percent Percent Percent 

Workplace       
- At home  22.1* 24.9 30.1 24.6 23.1 
- Near home 54.9** 51.2 50.2 57.5 56.8 
- Far from home 22.6* 23.4 18.8 16.8 16.4 
- All 0.4 0.5 0.9 1.1 0.9 

Number of days a week on works outside home      
- 1-2 days 5.9 6.6 8.0 8.0 6.3 
- 3-4 days 7.6 13.2 13.6 14.3 14.4 
- 5 days 17.0 13.2 20.5 23.2 19.5 
- 6 days 23.7 23.1 20.5 12.5 10.5 
- 7 days 45.8 44.0 37.5 42.0 49.3 

Number of hours away from home during work      
- 1-3 hours 11.7 14.9 9.3 19.4 10.7 
- 4 hours 25.2 24.1 24.4 18.5 30.5 
- 5-7 hours 13.5 14.9 23.3 19.4 19.2 
- 8 hours 38.7 31.0 26.7 21.3 26.0 
- 9-15 hours 10.8 14.9 16.3 21.3 13.6 

Leave or bring the child for work      
- Always brings with her 10.3 3.1 1.2 6.6 5.3 
- Always leaves with someone else 86.8 95.3 97.5 92.5 91.7 
- Both  1.5 0.0 1.2 0.0 0.9 
- Child plays themselves  1.5 1.6 0.0 0.9 2.1 

Leave or bring the child to market      
- Always brings with her 11.2** 10.3 12.6 20.0 23.1 
- Always leaves with someone else 86.1** 86.7 82.3 70.2 65.3 
- Both  2.4** 3.1 4.6 8.7 8.8 
- Child plays themselves  0.4** 0.0 0.4 1.1 2.8 

Days a week a child is left      
- 1-2 days 41.1** 28.2 22.7 20.5 16.7 
- 3-4 days 25.4* 24.8 21.5 25.0 18.8 
- 5-6 days 4.7** 10.5 12.5 14.9 22.4 
- 7 days 28.8** 36.4 43.3 39.7 42.1 

Who the child in left with      
- Grandparents 74.1** 74.3 79.9 71.7 64.6 
- Housekeeper 0.2 0.3 0.5 0.0 0.0 
- Other family member inside household >15 years 15.4* 14.3 11.6 13.6 10.5 
- Other family member inside household <15 years 4.4 5.1 4.0 5.2 6.6 
- Other family member outside household >15 years 5.4** 5.4 3.5 8.8 17.6 
- Other family member outside household <15 years 0.5 0.6 0.5 0.8 0.7 

 Mean SD Mean SD Mean SD Mean SD Mean SD 

Number of days a week on works outside the home 
(Range: 1 to 7) 5.8 1.5 5.7 1.6 5.5* 1.7 5.5* 1.7 5.7 1.6 

Number of hours away from home during work (Range: 
1 to 15) 6.4 2.8 6.2 2.6 6.4 2.7 6.2 2.9 6.1 2.6 

Days a week a child is left (Range: 1 to 7) 3.8 2.3 4.4* 2.3 4.8** 2.2 4.8** 2.1 5.0** 2.0 

Notes: ** P < 0.001, * P < 0.05. 
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Table A7.2. Mental stress, by program group 

 
A&T area 

(n = 2,027) 
Non-A&T area 

(n = 2,002) 
All 

(n = 4,029) 

Stress status Percent Percent Percent 

  Often have headaches 51.2 50.1 50.7 
  Poor appetite 37.2 39.8 38.5 
  Sleep badly 48.2 48.1 48.1 
  Easily get frightened 24.7 25.9 25.3 
  Shaking/trembling hands 23.6 23.6 23.6 
  Feel nervous, tense, or worried 39.6 42.1 40.8 
  Poor digestion 23.1 23.9 23.5 
  Trouble thinking clearly 30.9 32.4 31.7 
  Feel unhappy 94.4 93.5 94.0 
  Cry more than usual 11.8 11.7 11.7 
  Find it difficult to enjoy daily activities 14.0 15.0 14.5 
  Difficult to make decisions 20.0* 23.6 21.8 
  Daily work suffering 16.5 18.0 17.3 
  Unable to play useful part in life 8.4 9.5 8.9 
  Lost interest in things 10.1 10.7 10.4 
  Feel worthless person 7.2 7.4 7.3 
  Thought of ending life 3.3 3.6 3.4 
  Feel tired all the time 40.3 41.0 40.6 
  Uncomfortable feelings in the stomach 22.6 23.8 23.2 
  Easily tired 39.8 41.8 40.8 

Mental stress scale (Range: 0 to 20) 

Mean SD Mean SD Mean SD 

4.8 4.5 5.0 4.5 4.9 4.5 
Notes: ** P < 0.001, * P < 0.05. 
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Table A7.3. Postnatal depression (child < 24 months), by program group 

 
A&T area 

(n = 1,032) 
Non-A&T area 

(n = 1,010) 
All 

(n = 2,042) 
Postnatal depression status Percent Percent Percent 
  Able to laugh and see funny side of things    

- As much as always could 85.5 86.5 86.0 
- Not quite so much now 5..1 3.5 4.3 
- Definitely not so much now 6.0 6.0 6.0 
- Not at all 3.4 4.0 3.7 

  Look forward to enjoyment with things    
- As much as always could 82.7 79.8 81.3 
- Not quite so much now 7.6 7.4 7.5 
- Definitely not so much now 4.8 6.4 5.6 
- Not at all 4.9 6.4 5.6 

  Blamed myself unnecessarily     
- Most of the time 4.5 6.0 5.2 
- Some of the time 32.9 30.8 31.9 
- Not very often 22.9 23.6 23.3 
- Never 39.7 39.5 39.6 

  Anxious or worried for no good reason    
- Not at all 44.5 40.5 42.5 
- Hardly ever 19.7 19.3 19.5 
- Sometimes 29.9 32.2 32.1 
- Very often 5.9 8.0 8.0 

  Feel scared or panicky for no very good reason    
- Quite a lot 3.3 4.5 3.9 
- Sometimes 22.0 22.5 22.3 
- Not much 12.3 13.2 12.7 
- Not at all 62.4 59.8 61.1 

  Things have been getting on top of me    
- Most of the time have not been able to cope at all 5.7 6.6 6.2 
- Sometimes have not been coping as well as usual 25.7 26.4 26.1 
- Most of the time have coped quite well 40.3 38.4 39.4 
- Have been coping as well as ever 28.2 28.5 28.4 

  So unhappy that have difficulty sleeping    
- Most of the time 4.1 5.0 4.5 
- Sometimes 33.9 33.5 33.7 
- Not very often 11.5 13.6 12.5 
- Not at all 50.5 47.9 49.2 

  Feel sad or miserable    
- Most of the time 2.2 2.8 2.5 
- Quite often 7.8 8.9 8.3 
- Not very often 24.1 25.2 24.7 
- Not at all 65.8 63.1 64.5 

  So unhappy that have been crying    
- Most of the time 1.3 1.3 1.3 
- Quite often 2.8 3.8 3.3 
- Only occasionally 20.6 22.7 21.6 
- Never 75.4 72.2 73.8 

  Thought of harming self has occurred    
- Quite often 0.9 0.5 0.7 
- Sometimes 3.3 3.6 3.5 
- Hardly ever 2.7 1.8 2.3 
- Never 93.1 94.1 93.6 

 Mean SD Mean SD Mean SD 
Postnatal depression scale (Range: 0 to 30) 6.1 4.8 6.5 5.0 6.3 4.9 

Notes: ** P < 0.001, * P < 0.05. 
  



119 
 

Table A7.4. Couple communications and gender identity, by program group 

 
A&T area 

(n = 2,027) 
Non-A&T area 

(n = 2,002) 
All 

(n = 4,029) 

Characteristic Percent Percent Percent 

Communications with spouse  
Daily activities 72.8* 70.4 71.6 
What happens at home 70.5 69.8 70.1 
Expenditures 64.5 63.1 63.8 
What happens in community 32.6 32.4 32.5 
Child’s health 88.5 88.6 88.5 
Own health 75.0 74.4 74.7 
Child feeding 75.9 77.0 76.4 

Gender identity: attitudes about women’s roles  
In household, the man should make important decisions 75.7 74.5 75.1 
Husband should help at home if the woman works 

outside 97.1 96.6 96.9 
Husband should not let woman work outside home 23.8 24.2 24.0 
Woman has the right to express her opinion, even when 

she disagrees 93.9 93.7 93.8 
Woman should accept being beaten to maintain peace in 

the household 28.6 30.1 29.3 
It is better to send a boy to school than a girl 8.4* 6.4 7.4 

Means of scales Mean SD Mean SD Mean SD 

Couple communications scale (Range: 0 to 7) 4.2 2.5 4.2 2.4 4.2 2.4 
Gender identity scale (Range: 0 to 6) 3.3 1.0 3.3 1.0 3.3 1.0 

Notes: ** P < 0.001, * P < 0.05. 

 
Table A7.5. Domestic violence, abuse and threats, by program group 

 
A&T area 

(n = 2,027) 
Non-A&T area 

(n = 2,002) 
All  

(n = 4,029) 

 Percent Percent Percent 

Proportion of domestic violence (combine often and sometimes)    
Push you, shake you, or throw something at you? 10.4 11.0 10.7 
Slap you? 21.0 21.3 21.1 
Twist your arm or pull your hair? 5.2 5.0 5.1 
Punch you with his fist? 5.1 5.4 5.2 
Kick you, drag you, or beat you up? 8.1* 6.5 7.3 
Try to choke you or burn you on purpose? 1.7 1.4 1.6 
Threaten or attack you with a knife, gun, or any other weapon?  2.2 1.9 2.0 
Physically force you to have sexual intercourse with him even when 

you did not want to? 3.4 2.8 3.1 

Proportion of ever had any domestic violence 24.1 23.8 24.0 

Proportion reported justified beating if:    
Wife goes out without telling husband 30.3 29.9 30.1 
Wife neglects the children 56.5 57.6 57.1 
Wife argues with husband 41.2 41.6 41.4 
Wife refuses to have sex with husband 20.3 19.4 19.9 
Wife does not obey elders in the family 48.0 50.2 49.1 

Notes: ** P < 0.001, * P < 0.05. 
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Table A7.6. House construction, by program group 

 
A&T area 

(n = 2,027) 
Non-A&T area 

(n = 2,002) 
All 

(n = 4,029) 

Characteristics Percent Percent Percent 

Type of floor  
Brick/cement 51.2* 49.1 50.1 
Tile 43.0 46.1 44.5 
Smoothed mud 3.2 2.1 2.6 
Concrete/tin/wood/palm leaves/bamboo 1.0 1.7 1.3 
Others 1.6 1.2 1.4 

Type of walls    
Brick/cement 91.0* 89.4 90.2 
Wood 2.5 2.6 2.5 
Palm leaves 2.8 2.3 2.5 
Bamboo 1.2 1.1 1.1 
Tin/smoothed mud/tile 1.6 3.9 2.7 
Others 1.0 0.8 0.9 

Type of roof    
Tile 35.8 38.7 37.3 
Tin/CI sheet 23.2 23.1 23.2 
Concrete 20.1 18.0 19.0 
Brick/Cement 7.1 8.1 7.6 
Palm leaves 4.5 3.4 3.9 
Wood/smoothed mud/bamboo 0.8 1.3 1.1 
Others 8.5 7.5 8.0 

Notes: ** P < 0.001, * P < 0.05. 
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Table A7.7. List of assets used in asset indices 

Durable goods    

1  Car/truck/van 16  Water heater 

2  Motorbike 17  Gas cooker/stove 

3  Household electric generator 18  Electric cooker, rice cookers 

4  Telephone/mobile phone 19  Blender/fruit grinding  

5  Sewing/weaving/embroidering machine 20  Vacuum cleaner, dehumidifier 

6  Video player 21  Microwave oven 

7  Color TV 22  Bed/mattress 

8  Stereo equipment 23  Sofa 

9  Cassettes player 24  Tables, chairs 

10  Computer 25  Wardrobes of various kind 

11  Printing machine 26  Electric fan (ceiling, table, wall) 

12  Camera and video tape 27  Bicycle 

13  Refrigerator, freezer 28  Motored boat, ferries, ship 

14  Air conditioner 29  Rowing boat, ferries, ship 

15  Washing machine, drying machine   

Productive assets Livestock 

1  Pumping machine 1  Pig 

2  Rice milling machine 2  Cow/buffalo/horse 

3  Feeding grinding machine 3  Goat/sheep 

4  Grain harvesting machine 4  Poultry (chicken/duck/geese) 

5  Tractor/tractor plough  5  Bees 

6  Cart 6  Silkworms 

 7  Fish and aquaculture products 
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Table A7.8. Categories of food insecurity (access) based on HFIAS guideline 

Question Frequency 

In the past 30 days 
Rarely 

1 
Sometimes 

2 
Often 

3 

Worried about not having enough food    

Unable to eat preferred foods    

Ate just a few kinds of food     

Ate food that one did not want to eat     

Ate smaller meal     

Ate fewer meals     

No food of any kind in the house     

Went to sleep at night hungry     

Spent a whole day without eating anything     

Source: (21). 

    Food secure     Moderately food insecure 

 

    Mildly food insecure     Severely food insecure 

 

Table A7.9. Household dietary diversity characteristics 

 
A&T area 

(n = 2,027) 
Non-A&T area 

(n = 2,002) 
All 

(n = 4,029) 

Characteristics Percent Percent Percent 

Cereals 99.5 99.6 99.5 
Vitamin A-rich vegetables and tubers 37.6 40.1 38.8 
White tubers and roots or other starchy foods 19.2 19.4 19.3 
Dark green leafy vegetables 91.5 92.1 91.8 
Other vegetables 33.5 34.9 34.2 
Vitamin A-rich fruits 36.8 33.4 35.1 
Other fruits 61.2 61.8 61.5 
Beef, goat, lamb, chicken, duck, birds, liver, kidney, heart, and 

other organs 
79.4 79.0 79.2 

Eggs 40.8 42.7 41.7 
Fish 68.8 69.3 69.1 
Foods made from bean, peas, or lentils 31.9 33.0 32.5 
Milk and milk products 20.7 20.4 20.6 
Oils and fats 94.1 93.3 93.7 
Sweets 63.6 65.8 64.7 
Spices, condiments, beverages 98.2 98.9 98.5 
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Table A7.10. Mean hygiene scale scores for index children and houses, by program group 

Characteristic 

A&T area 
(n = 2,027) 

Non-A&T area 
(n = 2,002) 

All 
(n = 4,029) 

Percent Percent Percent 

General appearance of child (hygiene-wise)    
- Hands 63.3 61.8 62.5 
- Hair 93.7 94.2 93.9 
- Body/clothes 72.8 76.7 74.7 
- Face 88.6 90.2 89.4 

Child is naked (at the time of the visit) 72.4 76.1 74.2 
General appearance of mother (hygiene-wise)    

- Hands 57.1 54.2 55.7 
- Hair 93.2 93.3 93.3 
- Body/clothes 75.5 78.3 76.9 
- Face 94.2 94.5 94.4 

General appearance of house interior    
- The floor inside house need to be swept 66.8** 60.1 63.5 
- Drinking water container covered 42.0 41.0 41.5 
- Piles of dirty clothes inside house 50.2** 58.3 54.2 

General appearance of house exterior    
- Area around house need to be swept and cleaned 10.7 13.0 11.9 
- Human feces around house 1.2* 2.2 1.7 
- Animal feces around house 72.6 71.6 72.1 
- Garbage around house 89.1* 86.5 87.8 

 Mean SD Mean SD Mean SD 

Overall child cleanliness score (Range: 0 to 5) 3.9 1.3 4.0 1.3 3.9 1.3 
Maternal cleanliness scale (Range: 0 to 4) 3.2 1.1 3.2 1.0 3.2 1.0 
House interior cleanliness scale (Range: 0 to 3) 1.2 0.9 1.2 0.9 1.2 0.9 
House exterior cleanliness scale (Range: 0 to 4) 1.5 0.9 1.5 1.0 1.5 0.9 
Notes: ** P < 0.001, * P < 0.05. 
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Annex 8. Community characteristics 

Table A8.1. Natural disasters that occurred in the past year, by program group 

Characteristics 

A&T area 
(n = 20) 

Non-A&T area 
(n = 20) 

All 
(n = 40) 

Percent Percent Percent 

Cyclone, tornado/hurricane 36.8 35.0 35.9 
Drought 36.8 55.0 46.2 
Flood 52.6 50.0 51.3 
Mud/landslide 15.8 15.8 15.8 
Frost/cold front 31.6 25.0 28.2 
Forest fire 15.8 5.0 10.3 
Crop failure due to pesticide/disease 57.9 55.0 56.4 
Disease pandemic affecting animal 47.4 35.0 41.0 
Disease pandemic affecting humans 15.8 20.0 18.0 
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Annex 9. Frontline health workers 

This section is the results for village health workers. Results for CHC staff have been mentioned in the 
main tables. 

Table A9.1. IYCF-related activities and time commitment : Group counseling, by program group 

Group counseling 

A&T area 
(n = 92) 

Non-A&T area 
(n = 97) 

All 
(n = 189) 

Percent Percent Percent 

Conducted prenatal care counseling during last year 45.7 36.1 40.7 
Consult on nutrition care for mother during prenatal care session  44.6 34.0 39.2 
Consult on breastfeeding care for mother during prenatal care session  44.6* 29.9 37.0 
Conducted breastfeeding counseling during last year 41.3 33.3 37.2 
Conducted counseling on complementary feeding during last year 40.2 39.2 39.7 
Conducted food demonstration in CHC during last year 40.2 37.1 38.6 

 Mean SD Mean SD Mean SD 

Prenatal care counseling conduct in a month 1.3 0.8 1.2 0.9 1.3 0.8 
Breastfeeding counseling sessions conduct in a month 1.3 1.0 1.8 2.2 1.5 1.6 
Complementary feeding counseling sessions conduct in a month 1.3 1.2 1.8 2.2 1.6 1.8 
Food demonstration conduct in a month 0.2 0.1 0.3 0.4 0.2 0.3 

Notes: ** P < 0.001, * P < 0.05. 

 

Table A9.2. IYCF-related activities and time commitment: Direct individual counseling in CHC, by 
program group 

Direct individual counseling in CHC 

A&T area 
(n = 92) 

Non-A&T area 
(n = 97) 

All 
(n = 189) 

Percent Percent Percent 

Conducted prenatal care counseling during last year 77.2 69.1 73.0 
Consult on nutrition care for mother during prenatal care session  75.0 68.0 71.4 
Consult on breastfeeding care for mother during prenatal care session  76.1 68.0 72.0 
Conducted breastfeeding counseling during last year 79.4 70.1 74.6 
Conducted counseling on complementary feeding during last year 69.6 68.0 68.8 

 Mean SD Mean SD Mean SD 

Prenatal care counseling conduct in a month 9.2 8.6 10.5 10.8 9.8 9.7 
Breastfeeding counseling sessions conduct in a month 6.9 6.5 8.8 9.2 7.8 7.9 
Complementary feeding counseling sessions conduct in a month 8.4 8.4 9.8 16.4 9.1 13.0 

 

Table A9.3. IYCF-related activities and time commitment: Direct individual counseling in home visit, by 
program group 

Direct individual counseling in home visit 

A&T area 
(n = 92) 

Non-A&T area 
(n = 97) 

All 
(n = 189) 

Percent Percent Percent 

Conducted prenatal care counseling during last year 31.5 40.2 36.0 
Consult on nutrition care for mother during prenatal care session  30.4 38.1 34.4 
Consult on breastfeeding care for mother during prenatal care session  31.5 38.1 34.9 
Conducted breastfeeding counseling during last year 33.7 40.2 37.0 
Conducted counseling on complementary feeding during last year 33.7 37.1 35.5 

 Mean SD Mean SD Mean SD 

Prenatal care counseling conduct in a month 3.1 1.8 3.4 2.5 3.3 2.2 
Breastfeeding counseling sessions conduct in a month 4.4 3.7 4.4 3.0 4.4 3.3 
Complementary feeding counseling sessions conduct in a month 5.2 6.2 4.2 3.2 4.7 4.8 
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Table A9.4. IYCF-related activities and time commitment: Counseling via phone, by program group 

Counseling via phone 

A&T area 
(n = 92) 

Non-A&T area 
(n = 97) 

All 
(n = 189) 

Percent Percent Percent 

Conducted prenatal care counseling during last year 31.5 20.6 25.9 
Consult on nutrition care for mother during prenatal care session  27.2 17.5 22.2 
Consult on breastfeeding care for mother during prenatal care session  25.0 19.6 22.2 
Conducted breastfeeding counseling during last year 16.3 15.5 15.9 
Conducted counseling on complementary feeding during last year 11.0 11.3 11.2 

 Mean SD Mean SD Mean SD 

Prenatal care counseling conduct in a month 2.7 2.6 5.8 8.0 4.0 5.7 
Breastfeeding counseling sessions conduct in a month 3.0 3.1 5.1 8.3 4.1 6.3 
Complementary feeding counseling sessions conduct in a month 3.6 3.2 5.7 9.7 4.7 7.3 

 

 
Table A9.5. Knowledge and attitudes related to child-feeding practices among village health 
workers/nutrition collaborators 

IYCF and nutrition knowledge/perception 

A&T area 
(n = 145) 

Non-A&T area 
(n = 169) 

All 
(n = 314) 

Percent Percent Percent 

Early initiation of breastfeeding 90.3 91.7 91.1 
Use colostrum  95.9 98.2 97.1 
Perception of producing enough milk with small breast 70.1 70.4 70.3 
Perception of producing enough milk when mother is not fed well 3.5 4.2 3.8 
Mother not give formula even when baby is not getting enough milk 60.7 55.6 58.0 
Not give water when weather is hot 35.9 36.7 36.3 
Continue breastfeeding when mother is pregnant  61.3 61.0 61.1 
Continue breastfeeding when mother is sick 74.8 77.3 76.1 
Leaving breastmilk for baby < 6 months when mother is away 31.7 28.4 29.9 
Timely introduction of complementary food 79.9* 66.9 72.0 

 Mean SD Mean SD Mean SD 

Mean scale of IYCF and nutrition knowledge (Range: 0 to 10) 6.1 1.4 5.9 1.4 6.0 1.4 
Meal frequency for 6-9 month old children  2.8 0.6 2.8 0.7 2.8 0.6 
Snack frequency for 6-9 month old children 1.9* 1.1 2.1 0.9 2.0 1.0 
Meal frequency for 9-12 month old children 2.9 0.4 3.0 6.2 3.0 0.5 
Snack frequency for 9-12 month old children 1.9 0.9 2.1 1.0 2.0 1.0 

Notes: ** P < 0.001, * P < 0.05. 
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Table A9.6. Job motivation among village health workers/nutrition collaborators 

Job motivation 

A&T area 
(n = 145) 

Non-A&T area 
(n = 169) 

All 
(n = 314) 

Percent Percent Percent 

Always Often Sometimes Rarely Never Always Often Sometimes Rarely Never Always Often Sometimes Rarely Never 

Feel like enjoying the work 57.9 34.5 7.6 0.0 0.0 66.3 30.8 2.4 0.0 0.6 62.4 32.5 4.8 0.0 0.3 

Feel like overwhelmed with too many 
activities 2.8 12.4 38.6 17.9 28.3 7.1 14.2 30.8 14.8 33.1 5.1 13.4 34.4 16.2 30.9 

Feel like you are very connected with 
other frontline health worker 54.5 39.3 6.2 0.0 0.0 50.9 40.8 7.1 1.2 0.0 52.6 40.1 6.7 0.6 0.0 

Feel well supported by the other 
frontline health worker  42.1 36.6 17.9 2.1 0.7 38.5 45.6 11.2 3.6 1.2 40.1 41.4 14.3 2.9 1.0 

Feel that you get enough help if 
needed 31.0 33.8 31.7 2.8 0.7 32.0 43.2 20.1 3.6 1.2 31.5 38.9 25.5 3.2 1.0 

Often having thoughts of leaving this 
job 0.0 3.5 6.9 6.9 82.1 1.2 0.6 8.3 5.3 84.0 0.6 1.9 7.6 6.1 83.1 

Feel that you are responsible for more 
work than others 23.5 20.7 18.6 4.8 30.3 28.4 21.9 16.0 7.1 24.3 26.2 21.3 17.2 6.1 27.1 

Feel proud of current job 48.3 25.5 13.8 2.1 9.7 54.4 23.1 8.9 6.5 5.3 51.6 24.2 11.2 4.5 7.3 

Not willing to spend extra effort on 
CHCs unless being rewarded for it in 
some way 2.8 4.8 15.2 9.0 67.6 7.1 8.3 11.8 7.1 65.1 5.1 6.7 13.4 8.0 66.2 

Fair paid with the work 4.1 13.8 20.7 12.4 46.9 10.1 16.6 17.2 11.8 40.8 7.3 15.3 18.8 12.1 43.6 

Notes: ** P < 0.001, * P < 0.05. 
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Table A9.7. Job satisfaction among village health workers/nutrition collaborators 

Job motivation 

A&T area 
(n = 145) 

Non-A&T area 
(n = 169) 

All 
(n = 314) 

Percent Percent Percent 

Strongly 
agree Agree 

Agree 
some-
what Disagree 

Strongly 
disagree 

Strongly 
agree Agree 

Agree 
some-
what Disagree 

Strongly 
disagree 

Strongly 
agree Agree 

Agree 
some-
what Disagree 

Strongly 
disagree 

Contributing to improve 
community health 37.9 57.2 4.8 0.0 0.0 45.0 53.3 1.8 0.0 0.0 41.7 55.1 3.2 0.0 0.0 

Receiving adequate training 26.9 59.3 9.0 3.5 0.7 26.0 60.4 9.5 3.6 0.6 26.4 59.9 9.2 3.5 0.6 
Receiving refresher training as 

needed 18.6 44.8 24.8 10.3 0.7 21.3 55.0 14.8 7.1 1.2 20.1 50.3 19.4 8.6 1.0 
Personally involvement in 

current job 42.8 49.0 6.9 1.4 0.0 50.3 47.3 1.8 0.6 0.0 46.8 48.1 4.1 1.0 0.0 
 Having heavy workload 5.5 26.2 29.7 32.4 6.2 3.6 24.3 30.2 34.3 7.7 4.5 25.2 29.9 33.4 7.0 
Motivated by job and enjoy 

the work 26.2 52.4 20.7 0.7 0.0 32.5 56.5 15.3 0.6 0.0 29.6 54.5 15.3 0.6 0.0 
Feel appreciated by program 

management 21.4 62.8 15.7 0.0 0.0 23.7 60.4 13.6 1.8 0.0 22.6 61.5 14.7 1.0 0.0 
Salary satisfaction compared 

to other similar job 4.1 22.8 26.2 27.6 18.6 5.3 26.0 20.7 32.5 14.8 4.8 24.5 23.3 30.3 16.6 
Salary satisfaction for current 

job 2.1 23.5 24.8 29.7 19.3 4.7 30.8 19.5 32.0 13.0 3.5 27.4 22.0 30.9 15.9 
Secure about job stability 24.1 56.6 14.5 1.4 0.7 20.7 52.1 17.8 5.9 0.6 22.3 54.1 16.2 3.8 0.6 
Valued by community 34.5 49.0 14.5 1.4 0.0 37.9 49.1 11.2 0.0 0.0 36.3 49.0 12.7 0.6 0.0 

Notes: ** P < 0.001, * P < 0.05. 
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Table A9.8. Training experience among village health workers/nutrition collaborators 

Training received 

A&T area 
(n = 145) 

Non-A&T area 
(n = 169) 

All 
(n = 314) 

Percent Percent Percent 

Training in prenatal care    
In the last 6 months 22.1 22.5 22.3 
7-12 months ago 15.2 12.4 13.7 
>12 months 20.0 27.8 24.2 
Never had training in this topic 42.1 32.5 36.9 

Training in the importance and benefit of breastfeeding    
In the last 6 months 35.2 32.0 33.4 
7-12 months ago 20.0 20.7 20.4 
>12 months 26.2 31.4 29.0 
Never had training in this topic 17.9 12.4 15.0 

Training in common breastfeeding difficulties    
In the last 6 months 15.9 18.3 17.2 
7-12 months ago 6.2 13.6 10.2 
>12 months 15.2 14.8 15.0 
Never had training in this topic 60.0 45.6 52.2 

Training in complementary feeding    
In the last 6 months 33.1 36.7 35.0 
7-12 months ago 13.8 14.8 14.3 
>12 months 19.3 24.3 22.0 
Never had training in this topic 31.7 20.1 25.5 

Training in Decree 21    
In the last 6 months 1.4 0.0 0.6 
7-12 months ago 1.4 1.2 1.3 
>12 months 0.7 0.6 0.6 
Never had training in this topic 88.3 85.8 86.9 

Training in interpersonal counseling skills    
In the last 6 months 22.8 26.0 24.5 
7-12 months ago 15.9 17.8 16.9 
>12 months 17.9 17.2 17.5 
Never had training in this topic 42.1 33.7 37.6 

Training in computer skills    
In the last 6 months 3.45* 0.0 1.6 
7-12 months ago 1.4 0.6 1.0 
>12 months 0.7 1.8 1.3 
Never had training in this topic 85.5 81.1 83.1 

Notes: ** P < 0.001, * P < 0.05. 

 


